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HAZARDS OF ETHYL CHLORIDE 
ANESTHESIA* 

JOHN ADRIANI, M. D.+ 
OLIVER BUSH, M. D.+ 

NEW ORLEANS 
I am sure that some of vou, as you glanced 
at the title of this paper wondered why 
ene would discuss a drug which has been 
abandoned by most medical practitioners. 
Although the majority of physicians who 
devote most of their time to administering 
anesthetics no longer use ethyl! chloride for 
inhalation, it is surprising to note how fre- 
quently it is used by practitioners who 
administer only an occasional anesthetic. 
What is more surprising is how few of the 
users of the drug are aware of its dangers. 
Ethyl chloride is used largely as a prelimi- 
nary anesthetic to drop ether to 
shorten the induction time, particularly in 
children, or as the sole anesthetic for minor 
procedures, such as myringotomy, dental 
extractions, incision and drainage of boils, 
similar minor procedures of brief duration. 
Fatalities, even after brief administrations, 
are not uncommon. Fatalities usually occur 
abruptly and without warning. They are 
characterized by sudden collapse, heart 
action often disappearing before respira- 
tion. These fatalities have been ascribed to 
cardiac arrest or ventricular fibrillation. It 
has been postulated that the release of en- 
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dogenous epinephrine resulting from stimu- 
lation during light anesthesia precipitates 
ventricular fibrillation. It is well known 
that the halogenated hydrocarbon anesthet- 
ics, of which chlorotorm and ethy]! chloride 
are the better known, are cardiotoxic agents 
which possess the property of sensitizing 
the myocardium to epinephrine and causing 
ventricular fibrillation when the latter is 
used with any of these agents. However, 
this is all conjecture and the exact cause of 
syncope and death from ethyl chloride has 
never been determined. Data on the phar- 
cological effects of ethy! chloride are mea- 
gre, particularly data concerning its effects 
on cardiac rhythm. Most of the pharmaco- 
logical data of the cardiac effects of the 
drug are based upon the work of Embley, 
published in 1907.' He noted irregularities 
suggesting vagal stimulation. Surprisingly 
enough, very little is written on the electro- 
cardiographic changes occurring while the 
drug is being inhaled. In view of scarcity 
of data on this aspect of cardiac behavior, 
we felt that some investigation along this 
line was indicated.“ 
MBECIIANISM OF CARDIAC DISTURBANCES IN DOGS 
We were reluctant to use the drug in 
human subjects in view of ill effects that 
one of us had encountered in its use before 
discarding it over a dozen years ago. Con- 
sequently, we did not feel justified in study- 
ing its behavior in the operating room until 
some preliminary data had been obtained in 
animals. Dogs, therefore, were anesthe- 
tized with ethyl chloride, using the open 
drop method in exactly the same manner 
as is done for human beings. Electrocar- 
diographic tracings, using standard leads, 
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were taken continuously during the admin- 
istration of the drug. Over 30 dogs were 
studied. It was noted that almost immedi- 
ately after the administration of the ethyl 
chloride was commenced arrhy- 
thmias appeared, suggesting pronounced 
vagal stimulation. If atropine was given 
intravenously as they appeared, they dis- 
appeared within fifteen or twenty seconds ; 
or, if atropine was given prior to anesthesia 
the vagal stimulation did not appear. Sco- 
polamine afforded the same _ protective 
action as atropine. Banthine, which is an 
anticholinergic drug afforded the 
same degree of protection as atropine. After 
an average of two minutes of anesthesia 
the effects of vagal stimulation disap- 
peared. As the anesthesia was deepened, 
evidence of myocardial depression ap- 
peared. If the drug was continued to the 
point of overdosage, the heart stopped in 
asystole, or ventricular fibrillation devel- 
oped. Asystole developed almost as fre- 
quently as fibrillation. In some dogs the 
cardiac standstill preceded respiratory fail- 
ure. Atropine, scopolamine, or banthine did 
not protect against the depressant effects 
on the heart. Comparisons were made be- 
tween dogs premedicated with morphine or 
pentobarbital and unpremedicated dogs to 
study the effect of excitement. Irrespective 
of whether premedication was used or not 
the findings were the same even though the 
premedicated dogs did not struggle and 
were calm and the unpremedicated dogs 
manifested excitement. Priscoline, a sym- 
patholytic agent, was administered prior to 
anesthesia in the unpremedicated dogs with 
the view of abolishing the effects of endo- 
genous epinephrine in the event it was 
secreted during the excitement. No protec- 
tive action was afforded by this substance. 
The results following its use were identical 
in both premedicated and unpremedicated 
dogs. The contention that epinephrine is 
released during excitement and precipitates 
ventricular fibrillation is not supported by 
these observations. The vagal effects caused 
by some anesthetics have been ascribed to 
the irritant effects of their vapors upon the 
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membranes of the respiratory tract. When 
ether, which is certainly more “irritating” 
than ethyl chloride, was added, the vagal 
effects were not enhanced nor did they ap- 
pear if not manifest before the ether wis 
added. The vagal effects were not observed 
if ether or vinyl ether were used without 
ethy] chloride. 

EFFECT OF ETHYL CHLORIDE IN HUMAN BEING 

After having satisfied ourselves concern- 
ing the mechanism causing the cardiac dis- 
turbances in dogs we proceeded to study the 
effect of ethyl chloride in human beings. 
Children undergoing tonsillectomies were 
premedicated with atropine, grains 1/150, 
one per hour before anesthesia, and given 
ethyl chloride by the open drop method and 
followed by ether. A dozen patients re- 
ceived ethyl chloride to the point of light 
anesthesia. No arrhythmias or irregulari- 
ties were noted. We next proceeded to 
study changes occurring if atropine is 
omitted. Six patients were given ethy! 
chloride to the point of light surgical (plane 
I) anesthesia. As soon as the ethyl chloride 
was started electrocardiographic changes 
suggesting vagal stimulation appeared, 
identical in every way to those noted in 
dogs. Atropine at this point administered 
intravenously completely abolished them. In 
none of the clinical cases was ethyl chloride 
administered to the point of cardiac depres- 
sion. 

Vinyl ether (vinethene), which is used in 
exactly the same manner and for the same 
purpose as ethy! chloride, did not cause any 
of the aforementioned electrocardiographic 
changes in dog or man. From the stand- 
point of cardiac effects it is preferable to 
ethyl chloride as a preliminary agent for 
open drop ether and for minor surgical 
procedures. 

The manner in which most fatalities 
from ethy! chloride appear to have occurred 
in recorded case histories and in those we 
have seen suggests that overdosage, fol- 
lowed by depression of the myocardium, 
was the cause. This is then followed by 
asystole. What part the inhibition caused 
by the vagal stimulation plays we are un- 








KAHLE—Acute Abdominal 


le to say. The possibility of vagal stimu- 
ition causing fibrillation, if anoxia is pres- 
ent, must be borne in mind. We feel ethyl 
hloride should never be used if the patient 
not received atropine 
anticholinergic substance. 

SUMMARY 

Ethyl chloride used as an inhalation an- 
esthetic as a preliminary to open drop ether 
or for brief surgical procedures may cause 
sudden circulatory collapse. Shortly after 
the inhalation of the drug is commenced, 
irregularities suggestive of vagal stimula- 
tion are observed. Later, anesthesia 
myocardial depression occurs. 
Atropine prevents the appearance of the 
irregularities due to vagal stimulation, but 
does not protect the heart against the de- 
pressant effects of the drug. Fatalities are 
probably the result of overdosage, which 
cardiac 
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causes standstill or ventricular 
fibrillation. 
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APRDOMINAL EMERGENCIES 
IN CHILDREN 
H. REICHARD KAHLE, M. D. 
NEW ORLEANS 


ACUTE 


Every physician whose practice brings 
him into contact with sick children would 
do well to bear in mind at all times some- 
thing that Ladd and Gross' point out in the 
preface to their very valuable book on ab- 
dominal surgery in infancy and childhood, 
that children are heirs not only to most of 
the pathologic states found in older per- 
sons, but also to congenital anomalies and 
types of infection seldom encountered in 
later life. It has taken a long time to arrive 
ut that realization. It is now also realized 
—and the learning of the lesson has often 
been painful—that the former prohibitively 
high mortality rates for surgery in this age 
group can be lowered only if it is remem- 

‘From the Department of Surgery, Tulane Uni- 
versity of Louisiana School of Medicine. 
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bered, above all else, that the infant or the 
young child must be treated as an individual 
in his own right, not as a smaller edition of 
an adult. To those two sound generaliza- 
tions there should be added a third, that the 
good results of surgery in young children, 
which have been increasingly evident dur- 
ing the past decade, have made it increas- 
ingly important that diagnosis should be 
prompt, and operation equally prompt, in 
all acute abdominal conditions, if only be- 
cause children do not possess the adults’ 
tolerance for abdominal 
large fluid losses. 


distention and 


PRINCIPLES OF DIAGNOSIS 

The greatest diagnostic difficulty in young 
children is the lack of a subjective history ; 
the younger the child, the greater is the 
lack. The stories furnished by parents and 
nurses are not always reliable. For one 
thing, their keenness of observation is often 
related to the socioeconomic status of the 
family, which determines the care the 
child receives, as well as, in some instances, 
the intelligence of those who care for him. 
For another, the physician’s task often is 
made doubly difficult because he must se- 
cure the information he needs from parents 
whose emotional disturbance makes them 
forget important facts if, indeed, they have 
noticed them at all. Norris and Brayton’s" 
advice, to forget the child temporarily and 
withdraw with the mother to a quiet room 
for questioning, is excellent. 
this plan is often time gained. 


Time lost by 


A cardinal principle of examination is 
that the child should not be frightened. If 
the very voung child can be examined dur- 
ing sleep, that is a great advantage, though 
it is unfortunately one that is not often 
realized. If the child is older, a little delay 
to gain his cooperation is again time well 
spent. In any event, the hand should be 
warmed before it is placed on the abdomen, 
all movements should be gentle and unhur- 
ried, and the affected area should be ap- 
proached last of all. 


Rectal examination should never be 
omitted in a young child suspected of hav- 
ing an acute abdominal condition. The 
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small size of the structures makes it possi- 
ble to secure much greater information 
than the same type of examination provides 
in the adult, and the presence of an inflamed 
appendix, a pelvic abscess, a low intussus- 
ception, or some other intra-abdominal le- 
sion can often be demonstrated by this 
method. 

There should be no great delay before 
operation for laboratory examinations, 
though urinalysis, a blood count, and tests 
which reveal the physiologic status should 
be performed routinely. Urinalysis, in ad- 
dition to pointing to, or excluding, urinary 
tract disease, furnishes important informa- 
tion about the state of hydration, though in 
children, especially young children, that is 
often evident on mere inspection. The blood 
count should be interpreted with the reser- 
vation that the white blood cell count is not 
the absolute diagnostic guide which it was 
once supposed to be. 

Roentgenograms should be taken rou- 
tinely, in the erect and recumbent position, 
and in other planes if indicated. The gas 
normally present in the small bowel up to 
the age of 2 years, and sometimes later, may 
introduce difficulties of interpretation and 
may be eliminated, Norris and 
suggest, that the child be strapped in bed 
in the prone position for several hours be- 
fore the examination. 
ingenious but should be employed only if 
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the delay seems justified; very often it is 
not. 

It is always desirable to make a precise 
diagnosis, but it is not always possible. If 
the existence of an acute abdominal condi- 
tion is diagnosed, or is suspected with good 
reason, exploratory laparotomy is usually 
warranted, without further delay for the 
making of a differential diagnosis. It is a 
good working plan to eliminate respiratory 
and exanthematous which may 
also give rise to abdominal symptoms, and 
then operate as soon as the necessary pre- 
operative preparations are completed, even 
if one can say no more than that an acute 
surgical emergency exists. 

One final principle of diagnosis should be 
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stressed, early consultation with the su 
geon. This is becoming, fortunately, a ro 
tine practice on well conducted pediatr 
services and is frequentiy employed outsi 
of the hospital also. The best diagnost 
results are always obtained when the ph 
sician or pediatrician summons the surge: 
as soon as he suspects that surgery may | 
required, just as the best therapeutic r: 
sults are obtained when the pediatric ai 
surgical services cooperate fully in the car 
of the child before and after operation. 
CLASSIFICATION 

The types of acute abdominal condition 
which may occur in infants and young chi 
dren include obstruction, infection, obstruc 
tion with infection, and hemorrhage. A 
convenient method of discussing these con 
ditions is according to the age period at 
which they most often occur, though it 
should be emphasized that it is not possibl 
to diagnose a disease categorically merel) 
because certain symptoms and signs occur 
at certain periods of life. Certain condi- 
tions are, however, more common at certain 
times during childhood than at other times, 
while a few are observed only in the new- 
born child because, unless they are promptly 
corrected by surgical measures, they are in- 
compatible with life. 

In the newborn child, and through the 
first week of life, acute abdominal emer- 
gencies include atresias and stenoses of the 
gastrointestinal tract, imperforate anus, 
omphalocele, meconium ileus and peritoni- 
tis, and diaphragmatic hernia. 

In the neonatal period, that is, the first 
month of life, such emergencies include con- 
genital hypertrophic pyloric stenosis, mal- 
rotation of the intestine, and umbilical 
hernia. 

During the first year of life intussuscep- 
tion is the commonest of acute abdominal 
emergencies. Incarcerated inguinal hernia 
is relatively frequent. Patent omphalomes- 
enteric duct, which is a very uncommon 
condition, is also usually observed at this 
time. 

Diseases which may occur at any time 
from birth through the twelfth year of life 
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he period to which this presentation is 
nited) include acute appendicitis, intesti- 
| obstruction from various causes, the 
mplications of Meckel’s diverticulum, du- 
ications of the intestine, peptic ulcer, and 
ute cholecystitis. Abdominal trauma is 
also a possibility at any time during this 
riod. Finally, while it does not constitute 
true emergency, one cannot overempha- 
ze the urgency of exploration in young 
hildren whenever intra-abdominal malig- 
ant disease is suspected. 
THE NEWBORN CHILD 

{tresia and Stenosis. — While congenital 
atresia and stenosis are relatively uncom- 
mon conditions, they are nonetheless seen 
vith sufficient frequency to warrant serious 
attention. In the last three years I have 
seen, in private practice and on the pedia- 
tric surgical service at the New Orleans 
Charity Hospital, 3 instances of atresia and 
| instances of stenosis of the gastrointesti- 
nal tract, as well as 1 instance of atresia of 
the biliary system. 

Atresia is a developmental defect in which 
canalization of part of the intestinal tract 
fails to occur. The child is therefore born 
with complete intestinal obstruction. In 
stenosis, partial canalization occurs and ob- 
struction, although it is present, is incom- 
plete. Clinically, atresia inevitably gives 
rise to symptoms soon after birth. Stenosis 
may also give rise to symptoms then, but 
they are more likely to occur a little later, 
and sometimes not until after the first vear 
of life. 

The ileum, according to Ladd and Gross, ! 
is the most common site of intestinal atre- 
sia, followed in turn by the jejunum and 
the duodenum. In the 16 cases reported by 
Michel and Jarrell,* in 123 acute intestinal 
obstructions in children from birth to 12 
vears of life, 6 occurred in the duodenum, 
| in the jejunum, and 2 in the ileum. The 
remainder, which were variously located 
from the duodenum to the ileum, were mul- 
tiple. In my own* cases of atresia the colon 
was affected once and the duodenum twice, 
in 1 instance in association with atresia of 
the jejunum. The duodenum was involved 
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in all 4 cases of stenosis which I observed 
personally. This is in line with Ladd and 
Gross’! more extensive experience, in which 
the ileum and jejunum were the next most 
frequent sites. 

Vomiting is the chief svmptom of both 
atresia and stenosis. The lower the site of 
the obstruction, the slower it is to appear. 
If the vomitus contains bile, it can be as- 
sumed that the obstruction is below the 
ampulla of Vater; in this respect obstruc- 
tion caused by atresia differs from that 
hypertrophic pyloric stenosis. 
The level of obstruction also determines the 
degree of distention. The abdomen may be 
scaphoid in a high obstruction if the stom- 
ach has been emptied by catheter. 


caused by 


The meconium in atresia of the gastro- 
intestinal tract is pale green and contains 
mucus, in contrast to normal meconium, 
which has a tarry appearance and is vis- 
cous. The test devised by Farber! is as 
useful as it is simple: Microscopic exami- 
nation reveals the presence or absence of 
cornified cells from the vernix and lanugo 
hairs, and thus establishes the patency or 
occlusion of the gastrointestinal tract, since 
these constituents, which are swallowed in 
intrauterine life by way of the amniotic 
fluid, are always present in normal me- 
conium. 

The treatment of both atresia and steno- 
sis is surgical, the use of a short-circuiting 
operation to by-pass the point of occlusion. 
In atresia of the duodenum, duodenojeju- 
nostomy is preferable to gastroenterostomy. 
The type of anastomosis is dictated by the 
size of the intestinal tract and the choice is 
therefore usually limited. In the atretic 
area, in fact, the caliber of the bowel is 
cften so small that it may be necessary to 
inject saline solution into the lumen below 
the obstruction, to dilate the intestine to a 
point at which it is manageable at all. 

The frequency of multiple anomalies 
makes it of the utmost importance to exam- 
ine the entire intestinal tract as soon as the 
abdomen is opened, for if two areas of 
atresia occur within a short distance of each 
other, the treatment of choice is resection 
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of the affected segment with side-to-side 
anastomosis. In 1 of my own Cases resec- 
tion of multiple atretic areas was followed 
by a very satisfactory recovery. Short-cir- 
cuiting operations are not desirable under 
these circumstances, for blind loops left in 
situ incline to become dilated and to cause 
trouble later. 

Atresia of the intestine is usually at- 
tended with a very high mortality. In the 
16 cases reported by Michel and Jarrell® 
there were 11 fatalities, only 3 which, how- 
ever, could be classified as inevitable. All 
of the other deaths occurred, the authors 
noted, because the physicians and nurses 
originally in charge of the babies seemed 
unaware of the implications of the vomiting 
of bile immediately after birth. 





Imperforate Anus.—Although imperfor- 
ate anus is actually an intestinal atresia, it 
is for all practical purposes a separate clini- 
cal entity. The nomenclature is unfortu- 
nate because it tends to create the impres- 
sion that all that is lacking is an opening 
for the rectum, and that the anomaly can 
be corrected merely by piercing the dia- 
phragm which occludes it. This is, how- 
ever, only one form of imperforate anus, 
and it must never be assumed to be present, 
since meddling manipulations with a scalpel 
can lead to irreparable damage. 

Ladd and Gross! recognize three types 
of imperforate anus, in addition to simple 
stenosis: 

1. A membranous diaphragm, as just de- 
scribed, separates a normally formed rec- 
tum from the exterior. 

2. The large intestine ends blindly, at a 
considerable distance above the anal dimple. 

3. The bowel ends blindly, as just de- 
scribed, and a gap exists between it and a 
perfectly normal anal canal. 

Recause the hind gut and the urogenital 
system are in communication during em- 
bryonic life through the cloacal duct, it is 
not surprising that in a large number of 
congenital anal anomalies there are per- 
sistent associated fistulas. Also, as in all 
congenital anomalies, anomalies elsewhere 
in the body are frequent and are likely to 
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be multiple. In Ladd and Gross” serivs 
some children presented as many as seven 
or eight, and in numerous instances it was 
not the imperforate anus but some other 
anomaly which accounted for the fatal ou 
come. 

Since imperforate anus is the lowest po 
sible form of intestinal obstruction, sym 
toms do not become manifest until hour 
or even days, after delivery. It shoul 
therefore, be part of the routine of the ob- 
stetrician, or of the pediatrician who as- 
sumes charge of the child, to perform a 
digital examination, or merely to insert « 
thermometer into the rectum, to make sure 
that the variety of imperforate anus (type 
4) which seems normal on external exami- 
nation is not present. If this precaution is 
omitted, the existence of the anomaly wil! 
be revealed only when meconium does not 
pass through the anal outlet or when, if a 
fistula exists, stools pass through some ab- 
normal exit such as the penile urethra or 
the vagina. 

The method of x-ray examination sug- 
gested by Wangensteen and Rice’ is of value 
when the anal obstruction is complete: 
Plain roentgenograms are taken with the 
child in the inverted position after a marker 
has been placed on the skin surface of the 
perineum. The height to which gas ascends 
in the pelvic colon and rectum indicates the 
location of the distal blind segment and thus 
indicates the extent of the occlusion. 

Treatment depends upon the type of ab- 
normality present. Fortunately, patients 
who present imperforate anus seldom have 
any deficiency of regional musculature: 
both the sphincter and the nerve mechanism 
are usually normal. If the occlusion is 
merely stenotic, simple dilatation is all that 
is necessary. If it is the result of the pres- 
ence of a membranous obstruction, cruciate 
incision, followed by dilatation, presents no 
problems. In the more complicated types 
of occlusion (types 3 and 4), treatment de- 
pends upon the level at which the large 
bowel terminates in a blind pouch. I think 
most surgeons would agree that if the gap 
which separates the bowel from the skin is 
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wore than 2 cm., attempts to bring the 
lind segment down to the level of the anus 
re usually unrewarding. My own feeling 
; that it is wiser to limit attempts at pri- 
nary correction to cases in which the gap 
revealed by x-ray is 1.5 cm., or preferably 
The infant will tolerate colostomy at 
low level (in the sigmoid, for instance) 
fairly well, and it is no more inconvenient 
luring the first year of life to handle a 
child with a colostomy than one with nor- 
mal bowel function. If, however, it seems 
that an extensive secondary operation will 
be necessary, transverse colostomy, rather 
than sigmoid colostomy, is the wiser plan, 
since sigmoid colostomy might make later 
mobilization of the bowel difficult. Potts® 
suggests that in type 3 cases, when an at- 
tempt is made to bring the blind segment 
down to the skin margin, a small vertical 
incision within the anal ring be substituted 
for the long vertical incision formerly popu- 
lar. This technique eliminates the neces- 
sity for cutting through the sphincter in the 
midline, which is obviously undesirable. 


ess. 


indicate, correction of 
an imperforate anus is frequently anything 
but a simple matter. The operation, there- 
fore, should be undertaken only by surgeons 
capable of performing any variety of intes- 
tinal surgery. An experience of my own 
within the past year shows the harm which 
can be done if this precaution is not ob- 
served: A general practitioner who recog- 
nized that an imperforate anus was present 
when he examined a child after delivery, 
assumed, incorrectly, that the obstruction 
was of the simple membranous type and at- 
tempted to relieve it by plunging a scalpel 
into the skin. He asked for consultation 
when meconium failed to pass. I was event- 
ually able to bring the blind intestinal 
segment to the surface, but in the course of 
the severe infection which followed, the 
mucous membrane pulled away from the 
skin, a stricture resulted, and the outcome 
was not as good as it should have been. The 
preliminary maneuvers were, of course, un- 
wise, but in retrospect I blame myself for 
not realizing the possibilities of contamina- 
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tion and substituting a preliminary colos- 
tomy for definitive surgery. 

Omphalocele-—Omphalocele is a compar- 
atively uncommon emergency of the new- 
born which is important because, in the 
absence of other lethal anomalies, which are 
fortunately relatively uncommon, many of 
these children can be restored to a com- 
pletely normal status. While the nomencla- 
ture is still somewhat confused, omphalocele 
is perhaps as satisfactory as any of the 
terms used to describe the condition. This 
is not, however, a true hernia in any sense 
of the term. It is essentially a defect of the 
abdominal wall, through which obtrudes a 
sac covered only by peritoneum and amni- 
otic membrane and containing any or all of 
the abdominal viscera. 

The emergency feature of an omphalocele 
arises from the fact that if surgery is de- 
layed more than twenty-four hours at the 
outside, the sac will rapidly dry up and 
rupture, after which peritonitis is inevit- 
able. The surgical problem is essentially 
the restoration of the exteriorized abdomi- 
nal viscera to an underdeveloped abdomi- 
nal cavity, followed by closure of the large 
defect left after excision of the pseudo-sac. 
In the larger types of omphalocele the best 
plan, as suggested by Gross,’ is to leave the 
sac in situ after protecting it by mobilized 
skin flaps. Repair of the fascial and mus- 
cular defect in the abdominal wall is de- 
ferred until the child is 8 to 12 months old. 

Within a 3-year period I have had the 
distinctly unusual experience of operating 
on 4 children with omphalocele and of su- 
pervising the management of a fifth case.* 
The experience is still more unusual because 
4 of the 5 children left the hospital alive. 
The results are to be explained by a highly 
fortunate combination of circumstances, in- 
cluding the close cooperation between the 
pediatric and surgical services at the New 
Orleans Charity Hospital, the consequent 
promptness with which the children were 
seen, the wise use of whole blood, other 
parenteral therapy, and antibiotic therapy 
made possible by the cooperation between 
the services; and, most important of all, the 
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fact that a potentially lethal associated 
anomaly was present only in the single fatal 
case. Omphalocele, as this experience dem- 
onstrates, is one of the many pediatric con- 
ditions in which the aggressive spirit of 
modern surgery, as compared with the pre- 
vious spirit of resignation to the presumed 
inevitable, has completely changed the prog- 
nosis in a congenital lesion which, while 
extremely serious, is perfectly amenable to 
surgical attack. 

Meconium Ileus and Peritonitis. — Meco- 
nium ileus can be traced to an abnormality 
in the development of the pancreas. The 
lack of normal pancreatic secretion brings 
about physical changes in the meconium, 
which becomes white or pale yellow, and 
which, more important, has the consistency 
of putty. The scybalous balls which form 
as a result of the altered consistency of the 
meconium are responsible for intestinal ob- 
struction. 

Diagnosis rests upon the usual symptoms 
and signs of obstruction and the abnormal 
appearance of the meconium. The treat- 
ment is laparotomy and enterotomy, with 
removal of as much as possible of the putty- 
like material, followed by instillation of 5 
per cent pancreatin solution into the intes- 
tine through a catheter. In the single case 
of meconium ileus which I have encountered 
personally, the offending material was suc- 
cessfully dissolved by this method, but gan- 
grene of the small bowel had already oc- 
curred, as the result of volvulus, which is 
a complication in 25 per cent of all cases, 
and an extensive resection was required. 

Meconium peritonitis is a sterile chemical 
peritonitis of the newborn, which follows 
the spillage of meconium into the peritoneal 
tract through single or multiple perfora- 
tions of the intestinal tract while the child 
is still in utero. No single explanation 
covers all cases. Among the possible causes 
are meconium ileus and partial or complete 
intestinal obstruction of other origins, as 
well as abnormal development of the coats 
of the intestinal wall. Since perforation is 
not characteristic of complete congenital 
atresia of the intestines, it has been sug- 
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gested that meconium peritonitis canno 
occur in the absence of some congenita 
weakness of the bowel wall combined wit 
complete or partial obstruction of the pan 
creatic ducts. 

The suspicion of meconium peritoniti 
should be aroused at delivery if the amnioti 
fluid is discolored or has a fetid odor, or i! 
the abdomen of the newborn child is dis 
tended. Roentgenologic examination should 
then be resorted to without delay. If th 
condition exists, the roentgenograms 
show air in the peritoneal cavity, as well a 
the flakes and streaks of calcium which ap 
vear within a few hours after meconium has 
been spilled into it. 

The treatment of meconium peritonitis is 
immediate laparotomy, with repair of the 
perforations, or resection of the damaged 
segment of bowel, according to the indica- 
tions. It is essential that operation be car- 
ried out without delay, since bacterial con- 
tamination of the fetal intestinal tract 
within a few hours of birth, and 
when once it occurs, the sterile peritonitis 


Wii 


occurs 


is converted into the far more dangerous 
bacterial type. 

Diaphragmatic Hernia.—Diaphragmatic 
hernia in not an abdominal 
condition. In another, it is: The contents 
of the hernia consist of abdominal viscera 
and repair is best carried out through an 
abdominal incision. Three types are recog- 
The most common in the 
posterolateral portion of the diaphragm, 
along the old pleuroperitoneal canal (the 
toramen of Bochdalek). This type is sev- 
eral times more frequent on the left than 
on the right side. In the second type, the 
hernia occurs through the esophageal hia- 
tus, and in the third type, which is uncom- 
mon, it occurs through the retrosternal area 
(the foramen of Morgagni). 


one sense is 


nized. oecurs 


The cardinal symptoms and signs are 
dyspnea and cyanosis, which arise from 
compression of the lungs; vomiting, which 
is caused by the distortion and displacement 
of the abdominal organs; and circulatory 
disturbances, which result from impaired 
venous return, due to angulation of the 
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vreat vessels leading to the heart. On phys- 

al examination, the affected side of the 
chest appears to move less than the normal] 
side. Percussion may give a dull or a tympa- 
nitic note. Breath sounds are absent or 
distant on auscultation, and intestinal or 
peristaltic sounds are heard clearly. Plain 
roentgenograms of the chest and abdomen 
ure essential for diagnosis; in fact, this type 
cf hernia was almost unknown until the 
x-ray became available, and can be conclu- 
-ively diagnosed only by this method. Ba- 

um, however, is not necessary and may be 
dangerous. 

Early recognition of the hernia is often 
essential to prevent a fatal outcome. In 
any event, early operation has a twofold 
advantage, that the newborn child stands 
surgery very well indeed, and that within 
the first forty-eight hours of life distention 

the gastrointestinal tract is not present 
and surgery is correspondingly simpler. It 
is essential that positive pressure anesthesia 
be employed. The hernia does not usually 
have a sac and the pleural cavity is thus in 
ommunication with the exterior of the 
body as soon as the abdomen is opened. 
Adhesions seldom between 
the viscera and the thoracic wall, and with- 


are present 
drawal of the viscera from their abnormal 
position is therefore seldom difficult. Ladd 
and Gross! advise the insertion of a catheter 

the apex of the thoracic cavity to assist 

breaking the suction which otherwise 
would force them back into the chest when 
they were removed. They are withdrawn 
completely from the peritoneal cavity and 
laid on the abdominal wall, where they are 
protected with wet while the 
phragm is repaired. Ladd and Gross rec- 
¢mmend that in left-sided hernia the stom- 
ach be replaced first, followed, in order, by 
the cecum, ascending colon, transverse 
colon, and finally the splenic flexure and the 
spleen. In right-sided hernia the order of 
return is the small intestine first, then the 
colon, and finally the liver. Various methods 
of accommodating the organs in the cavity 
may be necessary if they have lost their 
right of domicile, as they sometimes have. 


gauze, dia- 


Abdominal 
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Crushing of the phrenic nerve is often use- 
ful. In addition to the fact that work on 
the diaphragm is easier while it is at rest, 
it rides higher after the nerve has been 
crushed, and more room is thus provided in 
the peritoneal cavity. There is 
tension on the suture line. If closure in 
layers cannot be accomplished without ten- 
sion, the fascia can be left open and only 
the skin edges pulled together, as in the 
repair of omphalocele, in which the same 
difficulties of intra-abdominal tension are 
present. 


also less 


THE NEONATAL PERIOD 

Congenital Hypertrophic Pyloric Steno- 
sis. Congenital hypertrophic pyloric steno- 
sis is probably the commonest abdominal 
emergency encountered in the neonatal 
Although the nomenclature has 
been accepted for many years, it is still to 
be proved that the abnormality is really 
congenital. The excellent study by Mc- 
Keown and his associates,” covering 578 
operations for this condition at the Birm- 
ingham Children’s Hospital between 1945 
and 1950, established a high degree of cor- 
relation between the size of the tumor and 
the age at which operation was done, which 
suggested, though it did not prove, that the 
hypertrophy was postnatal. 


period. 


The nature of the pathologic process, an 
abnormal overgrowth of the musculature of 
the pylorus, particularly of the circular 
muscle laver, is completely understood, but 
why it occurs is still not known, any more 
than it is known why the anomaly is far 
more common in males than in females, and 
why it occurs with much greater frequency 
in firstborn children. 

Signs and symptoms, which usually occur 
after the third week of life, and most often 
about the sixth week, include vomiting, de- 
hydration, a reduction in the fecal residue, 
and wrinkling of the skin. The child’s whole 
appearance is suggestive of starvation. 
Peristaltic waves are often observed pass- 
ing across the stomach from left to right. 
In most cases a so-called tumor can be felt 
at the pylorus. It is typically olive-shaped 
and is usually palpable in the right upper 
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quadrant near the midline. In the study of 
McKeown and his associates® already men- 
tioned, a quarter of the children operated 
upon before the third week had no tumor 
After the fifth week, the tumor 
increased in size as age increased, and after 
the tenth week four-fifths were classified 
as large. 


masses. 


The clinical diagnosis can be confirmed 
by roentgenologic examination after lipio- 
dol, in 1 or 2 cc. amounts, has been injected 
into the stomach through a catheter or 
added to the formula, but this measure is 
seldom really necessary. PRarium should not 
be given because of the risk of regurgita- 
tion and aspiration into the lungs. 

Occasionally a mild degree of pyloric ste- 
nosis can be treated by diet and other med- 
ical measures, but surgery is indicated in 
almost all cases, and there should be no 
procrastination in resorting to it, if only 
because the mortality is so low in properly 
prepared children. The classical Ramstedt 
operation continues the procedure of choice. 
Care should be taken, when the pyloric mass 
is incised, particularly at the duodenal end, 
not to cut through into the duodenum, 
which extends up over the pyloric sphincter 
much as the vagina extends up over the 
cervix. 

Malrotation of the Intestine. — Malrota- 
tion of the intestine, which is more correctly 
termed incomplete rotation, is most fre- 
quently evident in the neonatal period, 
though it may not give rise to clinical mani- 
festations until much later in life. The 
anomaly occurs because the postarterial 
portion of the embryonic midgut, which de- 
velops into the terminal ileum, cecum, and 
ascending transverse colon, fails to com- 
plete its normal counter-clockwise rotation 
after it is withdrawn into the peritoneal 
cavity at about the tenth week of intrau- 
terine life. As a result, the cecum is ar- 
rested in the right upper quadrant, and the 
bands of reflected peritoneum which run 
from it to the right posterolateral abdomi- 
nal wall may partly obstruct the duodenum. 
When, as happens in a smaller number of 
instances, the cecum has proceeded further 
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in its normal rotation, it may be arreste: 
directly over the duodenum and cause ol)- 
struction by extrinsic pressure upon it. 

In incomplete rotation of the intestin« 
the attachment of the bowel to the posterio 
abdominal wall is short and rudimentary 
As a result, volvulus of the entire midgu 
may occur independently or may be fre 
quently associated with the obstruction aris 
ing from the anomaly of rotation. It 
practically always in a clockwise directio: 

When the obstruction of the duodenun 
is complete, vomiting of bile-stained ma- 
terial, which may be either mild or sever: 
is present from birth. The upper abdomen 
is distended, and flat roentgenograms show 
distention of the stomach and duodenum, 
with little or no gas in the lower bowel. It 
the obstruction is incomplete, Farber’s' test 
will show epithelial cells in the stools. If 
a volvulus is present, the typical symptoms 
and signs include pain, vomiting, toxemia 
and abdominal distention. A barium enema 
may be used in doubtful cases, but barium 
should never be given by mouth. Lipiodo! 
visualization of the stomach and duodenum 
is permissible, but is seldom necessary or 
useful. 

The proper treatment is immediate la- 
parotomy, performed by a surgeon who is 
experienced in intestinal surgery, since the 
appearances, when the abdomen is opened, 
are often confusing. If only volvulus of the 
midgut is present, the cyanotic, distended 
bowel presents in the incision as soon as 
the peritoneum is opened. The colon is not 
seen. The entire bowel is delivered outside 
of the abdomen and the volvulus is corrected 
by rotating it in the correct direction un- 
less the condition is so far advanced that 
resection is necessary. Obstruction of the 
duodenum is relieved by severing the peri- 
toneal folds which hold the cecum in the 
upper right quadrant of the abdomen, so 
that it may move, with the ascending colon, 
to its new left-sided position. No matter 
which of these anomalies is identified first, 
a search should be made to find or exclude 
the other. More than one child has been 
saved from volvulus of the midgut only to 
die from obstruction of the duodenum 
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caused by malrotation of the intestine. 

''mbilical Hernia.—Umbilical hernia is 
extremely common in young children, but it 
does not constitute an emergency unless it 
causes intestinal obstruction. This does not 
happen very often, although the existence 
ot the hernia is usually evident soon after 
birth. Adhesive strapping is not advised, 
nor is early operation, partly because such 
hernias seldom become incarcerated or 
strangulated, and partly because’ spon- 
taneous obliteration sometimes occurs dur- 
ing the first year of life. If operation is 
indicated, the repair may be carried out by 
of a semicircular incision below the 
umbilicus, or a paramedian incision to the 
left of it. An essential point of technique 
is to leave the umbilicus in situ, since its 
removal, in some children at least, is a seri- 
ous psychic hazard. 


Way 


rHE FIRST YEAR OF LIFE 

Intussusception.—Intussusception is the 
commonest form of acute intestinal ob- 
struction in childhood, particularly in the 
first two years of life, and even more spe- 
cifically in the first year. It is so frequent, 
in fact, and the clinical picture is, as a rule, 
so sharply defined, that diagnostic difficul- 
ties would not be expected and a correspond- 
ingly low mortality would be anticipated. 
This is by no means true. At the New Or- 
leans Charity Hospital, in the 11 year 
period ending in December 1949, the mor- 
tality in the 54 cases of intussusception in 
children under 2 years of age was 25.9 per 
cent." In view of the favorable circum- 
stances just described, this is a shockingly 
high death rate, though it represents a dis- 
tinct improvement over the 63.6 per cent 
mortality in the 88 cases in this age group 
observed in the preceding thirty-four vear 
period. 

The incidence of intussusception, for 
some unexplained reason, varies from year 
to year. It is most frequent in the hot 
months, and while there is, again, no ex- 
planation for this situation, it is sometimes 
of diagnostic value to bear it in mind. 
There is no pronounced racial incidence, but 
the male frequency is far greater than the 
female. The age incidence is striking in 
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all recorded series. Fifty of the 54 cases 
recently treated at the New Orleans Charity 
Hospital in children under 2 years of age 
occurred during the first year of life, and 
41 of these occurred between the third and 
eighth months. This age distribution is en- 
tirely typical. Causative factors in children 
remain to be clarified; there is seldom any 
specific cause, such as the tumors which 
frequently precipitate the obstruction in 
adults. A familial susceptibility is some- 
times noted; 3 of the 54 cases at Charity 
Hospital occurred within a period of four 
vears in siblings of the same negro parents. 
The clinical picture of intussusception 
tends to be classical. Pain is invariably 
present and is practically always the first 
symptom. Bloody stools are usual, as is 
vomiting. There is a good deal of discus- 
sion concerning whether or not a mass is 
always present in intussusception. It could 
be palpated without anesthesia in 32 of the 
54 patients in the Charity Hospital series, 
and probably could be felt in more cases 
than it usually is if palpation were carried 
out carefully, systematically, and perhaps 
under an anesthetic. The mass is usually 
sausage-shaped and usually follows the out- 
line of the colon or of part of the colon. Its 
presence, however, is not essential for diag- 
nosis, and delay in attempting to demon- 
strate it is not justified. Sometimes the in- 
tussusception prolapses through the rectum. 
Whether it does or does not, rectal exami- 
nation usually furnishes much useful infor- 
mation, and its omission is responsibie for 
many diagnostic errors. X-ray examina- 
tion is sometimes helpful but is not really 
necessary. In the 484 cases treated by Ladd 
and Gross' it was used only 25 times. 
Spontaneous reduction of the intussus- 
ception sometimes occurs, but there is no 
justification for waiting for it to come to 
It is no longer possible to brush 
aside the use of a barium enema in an at- 
tempt to reduce the intussusception, even 
though this method is not attended with 
uniform success. It must be used with every 
possible precaution, the first of which is 
that the child must be in the hands of the 
surgeon before, not after, the attempt at 


pass. 








438 


hydrostatic reduction is made. Manipula- 
tions must be gentle and deliberate. The 
fluid must not be introduced from a height 
greater than 3 feet. Not more than three 
attempts at reduction should be made, and 
it is sometimes wise, even if success is ap- 
parent, to investigate the status of the bowel 
in the ileocecal region through a McBurney 
incision in early cases or through a right 
rectus incision in later cases. 

The operative procedure employed de- 
pends upon the status of the bowel, which 
goes back, in turn to the time at which the 
patient is seen. Simple reduction is the 
ideal procedure, but resection may be neces- 
sary. Reduction should always be by taxis, 
not by traction, and unless it is accom- 
plished promptly, it may be wiser to dis- 
continue the attempt and resort at once to 
resection, to avoid the risk of rupture of 
ihe bowel and intraperitoneal spillage. As 
a general rule, no procedure 
should be performed for which an indica- 
tion does not exist. This includes appen- 
cectomy if the appendix is not the site of 
a pathologic process, as well as operations 
designed to prevent recurrence of the in- 
tussusception. Such procedures, aside 
from the element of risk which they intro- 
duce, are not justified because they are not 
useful. 


secondary 


The time lag from the onset of symptoms 
to the institution of surgical therapy is the 
most important single factor in the mor- 
tality of intussusception. In the Charity 
Hospital series, as in others, failure to 
evaluate correctly the status of a damaged 
bowel added appreciably to the mortality. 
In that series it was found that the duration 
of the intussusception was longer, and the 
mortality higher, in patients who entered 
the hospital from outside of the city than 
in those who had more convenient access 
to the hospital. 

Inguinal Hernia.—Femoral hernia is so 
extremely uncommon in childhood, even in 
children’s hospitals, in which large numbers 
of sick children are congregated, that it 
need be borne in mind only as a rarity which 
may possibly be encountered. Ladd and 
Gross' do not even mention it. 
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Inguinal hernia, however, is quite com- 
mon in young children, particularly in the 
first year or two of life. In Michel and 
Jarrell’s* study, this type of hernia was re- 
sponsible for 20 per cent of small bowel «)- 
structions in children under 12 years 
age. All 22 occurred in children under 3 
vears of age, 15 of them in the first year, 
«nd 10 in the first 3 months, of life. Al! 
22 occurred in males, and 16 occurred 
the right side. For the predominance 
right-sided inguinal hernia there are t 
possible explanations. The first is the fa 
that the processus vaginalis closes later on 
this side than on the left side. The second 
is the high degree of mobility, small caliber, 
and thin wall of the terminal ileum on the 
right, as compared with the lesser mobility, 
larger caliber, and thicker wall cf the sig 
moid colon on the left. The ileum and ce- 
cum usually comprise the contents of the 
hernial sac in young children. 


‘ 


Incarceration is relatively frequent in the 
first year of life and progressively less fre- 
quent thereafter. Neither incarceration 
nor strangulation would occur if an elective 
repair operation were performed as soon as 
the hernia was recognized after the child 
was 6 weeks of age or older. It was for- 
merly the custom to delay operation until 
the fifth or sixth year of age, meantime 
treating the child with a truss, a method 
which is useless from the anatomic 
physical standpoint and often harmful from 
the psychiatric standpoint. Operation is 
essential whenever a true hernia is present; 
a hernia which enters the canal or extends 
into the scrotum obviously will not undergo 
spontaneous repair. 


and 


The repair operation in infants is very 
simple. All that is necessary is high liga- 
tion of the sac. Plastic procedures on the 
inguinal canal are contraindicated for two 
(1) There is no fascial defect 
which requires repair. (2) Because of the 
small size and the delicacy of the structures 
in this area, unnecessary surgery could do 
irreparable harm to the blood supply of the 
testicle and could result in permanent 
atrophy. 


reasons: 


Some surgeons are in favor of conserva- 
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tive measures in carefully selected incar- 
cerated inguinal hernias. Gentle taxis is 
undertaken, after sedation and the applica- 
tion of heat, and with the legs elevated. 
Elective surgery is then performed a few 
duvs later. If this method is used, it must 
be very certain that there has been no dam- 
age to the bowel. When operation is under- 
taken for strangulated inguinal hernia, it 
is performed through an oblique incision, 
the hernial operation being followed by ex- 
ploration through a transverse or right 
paramedian incision if there is any ques- 
tion at all as to the status of the bowel. Ex- 
ploration is practically always mandatory 
if a possibly damaged bowel slips back into 
the abdomen before its status can be de- 
termined. This contingency can be avoided 
by making the examination before the con- 
stricting neck of the sac is cut. 

Patent Omphalomesenteric Duct. — To 
date only 135 cases of patent omphalomes- 
enteric duct have been reported. This anom- 
aly, which is eight times more frequent in 
the male than in the female, is usually dis- 
covered during the first year of life, though 
it does not become an emergency unless tlie 
ileum prolapses, as happened in 31 of the 
recorded cases. It is, therefore, another 
anomaly in which elective surgery may 
avert a serious complication. How serious 
the complication may be is shown by the 
fact that only 5 recoveries are on record. 

Elective operation usually amounts to 
little more than excision of the umbilicus 
and removal of the duct at its junction with 
the ileum. If, however, the caliber of the 
duct is large, segmental resection of the 
ileum, with end-to-end or side-to-side anas- 
tomosis, may be necessary. If prolapse of 
the ileum has occurred, resection is prac- 
tically always necessary, especially if opera- 
tion is performed late. 

rHE CHILDHOOD YEARS (1-12 YEARS) 

Acute Appendicitis.—Although acute ap- 
pendicitis may occur in prenatal life, it is 
relatively infrequent in very young chil- 
dren. The death rate, however, is extremely 
high. In the most recent of his surveys 
from the New Orleans Charity Hospital, 
Boyce'! pointed out that the mortality for 
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the 1,425 surgical cases in children through 
12 years of age was 5.57 per cent. This was 
20 per cent higher than the mortality for 
the whole series of 7,613 cases and more 
than 50 per cent higher than the mortality 
for the 13-39 age group. As the frequency 
ot the with advancing 
vears, the mortality substantially decreased, 
but in the 12 surgical cases in children 2 
years old, there were 7 deaths. 


disease increased 


There are two principal explanations for 
the high death rate of acute appendicitis 
in young children. The first is the ex- 
tremely rapid progress of the pathologic 
process, which makes the time lag between 
the onset of the disease and the perform- 
ance of appendectomy of the greatest im- 
portance. The second explanation is the 
difficulty of diagnosis at this time of life 
because of the high proportion of atypical 
cases and the confusion with other diseases. 
Gastrointestinal disturbances, for instance, 
are always frequent in childhood. The po- 
sition of the bladder in relation to the ap- 
pendix makes urinary symptoms relatively 
frequent in appendicitis. The reaction to 
any disease process is more rapid and more 
marked in children than in older persons, 
and constitutional manifestations may over- 
shadow the local symptoms and signs refer- 
able to the diseased appendix. Acute ap- 
pendicitis frequently develops in the course 
of an acute upper respiratory infection or 
of an exanthematous disease, both of which 
may also be associated with abdominal pain. 
Children cannot describe their symptoms 
accurately, if at all, and parents and nurses, 
as already noted, vary widely in their pow- 
ers of observation. Tenderness, which is 
the most reliable physical finding, is far 
more difficult to elicit and to interpret cor- 
rectly in children than in older persons. 
Rectal examination, however, is of greater 
value at this period of life because the ex- 
amining finger can reach higher and there- 
fore feel more. 

The diagnostic difficulties in acute ap- 
pendicitis in young children are, as in all 
diseases, most pronounced when the pa- 
tient is seen early. They are often greatly 
enhanced by the present custom of admin- 
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istering antibiotics at the onset of almost all 
illnesses. The result is a masking of symp- 
toms and an alteration of what might be 
termed the normal clinical picture. Purga- 
tion may be disastrous. 

At any rate, the solution of the diagnos- 
tic problem is to bear acute appendicitis in 
mind as a possibility in even the most un- 
likely cases, in which newborn children are 
included ; to observe the patient at frequent 
intervals over a period of time which pre- 
ferably should not exceed four to six hours; 
during this time to refrain from adminis- 
tering food, fluid, and medicaments, in- 
cluding the antibiotics; and then, if a defi- 
nite diagnosis cannot be made, to perform 
exploratory laparotomy. The rapid progress 
of the disease in young children makes long 
periods of observation even more unwise 
than they are in adults. Moreover, young 
children do not tolerate expectant treatment 
well, and it should not be practiced on them 
under any guise. 

Appendectomy is the only procedure to 
be considered if it can be performed. It 
usually can be, because limiting adhesions 
are seldom present, even if the disease has 
passed beyond the simple acute stage. In- 
cision and drainage may be indicated in ap- 
pendiceal appendectomy 
should be performed as soon as _ possible 
thereafter. The outcome in any instance 
of complicated acute appendicitis in child- 
hood may depend upon the wisdom and care 
exercised in the postoperative period. 


abscess; if so, 


Intestinal Obstruction.—The impression 
that intestinal obstruction is chiefly a dis- 
ease of adult life has been responsible for a 
large number of deaths from this cause in 
infancy and childhood. The causes may 
be different, but the resulting pathologic 
process is the same, and the death rate is 
likely to be high. In the 123 cases of ob- 
struction of the small bowel in childhood 
reported by Michel and Jarrell,* there were 
26 deaths. That in so recent a period (1946- 
1950) the mortality could be so high is suf- 
ficient proof of the extreme seriousness of 
intestinal obstruction at this period of life. 

Although adhesions are the most import- 
ant single cause of small bowel obstruction 
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in adults, they represent a rather small prv- 
portion of such cases in children, only 9 per 
cent in the Michel and Jarrell series just 
mentioned. It seems curious that only 5 of 
the 12 cases followed appendectomy. Three 
of the other 7 cases followed intestinal op- 
erations for volvulus of the midgut, intus- 
susception, and duplication of the ileum. 

Prompt operation is the procedure of 
choice, since intubation is far less success- 
ful in children than in adults. In early 
cases release of the adhesions is all that is 
necessary. In advanced cases resection ma\ 
be required. Enterostomy should never be 
employed, as children do not tolerate this 
operation well. 

Three different types of foreign bodies 
may require emergency management in 
children: 

1. Ingested foreign bodies. Even more 
remarkable than the endless variety of ob- 
jects which children put into their mouths 
is the ease with which pins, needles, pieces 
of glass, and other sharp foreign bodies so 
often pass through the intestinal tract with- 
out apparent damage to the lining mucosa. 
Even large objects may pass through the 
pyloric and cardiac sphincters without dam- 
aging them. Children tend to put things 
into their mouths, and swallow them, 
through the latter part of the first, and all 
of the second, vear of life. Then the habit 
begins to decrease as reason, at least theo- 
retically, improves, though even older chil- 
dren may swallow foreign objects because 
of carelessness. 

Treatment is conservative, with the child 
kept under careful observation, especially 
when the foreign body is a pin or some other 
pointed object. Indications for surgery in- 
clude arrest of the foreign body at some 
point in the intestinal tract, and perforation 
or the suspicion of perforation. The inges- 
tion of a foreign body which is obviously 
too large to be passed is another indication 
for operation, though any object which 
passes the pylorus and the curve of the du- 
odenum will in all probability pass through 
the remainder of the tract. According to 
Ladd and Gross,' 95 per cent of all ingested 
objects are passed spontaneously. 
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Phytobezoars or trichobezoars. A phy- 


tobezoar is a not infrequent cause of in- 
testinal obstruction in the. South, where 
persimmon trees grow widely. It forms 
when large amounts of water are drunk 


soon after numerous persimmons have been 
ingested. The symptoms are those of or- 
dinary acute intestinal obstruction. Physi- 
cal findings usually include the presence of 
The history furnishes the clue to 
the diagnosis. Treatment is the removal of 
the obstructing bezoar by enterotomy. 

A trichobezoar, which is a_hairball 
formed in the stomach following the inges- 
tion of strands of hair, is naturally more 
frequent in girls than in boys and is, like 
phytobezoars, more frequent in older chil- 
dren. The incidence has decreased as the 
popularity of short hair has increased. It 
is most often observed in nervous children, 
with a background of instability. Only oc- 
casionally does a trichobezoar cause acute 
obstruction and require emergency man- 
agement. 


a mass. 


> 


3. Intestinal parasites. Acute intestinal 
obstruction caused by intestinal parasites, 
particularly Ascaris lumbricoides, is ob- 
served several times yearly at the New Or- 
leans Charity Hospital, but the condition is 
apparently a local phenomenon, for Ladd 
and Gross' make no mention of it. In the 
51 instances of obstruction caused by 
foreign bodies reported by Storck and his 
associates'* from this institution, intesti- 
nal parasites were responsible for 13 cases. 
There are three possible mechanisms of ob- 
struction. The first depends upon the ac- 
tual size of the mass, in which the number 
of worms is often almost incredible. In a 
case encountered in 1950, the entire small 
intestine was packed with them and inci- 
sions in both the jejunum and the ileum 
were necessary to remove them. The second 
mechanism of obstruction is intussuscep- 
tion secondary to the presence of the mass, 
and the third is volvulus in a loop packed 
with worms. 

Diagnosis depends upon the previous his- 
tory of the passage of parasites, either by 
rectum or by mouth. It should be sus- 
pected in the negro or in the lower economic 


441 


white group if a mass is palpable whose 
consistency suggests a bolus of worms. 
Once such a mass is felt, it can scarcely be 
overlooked in the future, particularly in a 
child with a thin abdominal wall. The diag- 
nosis is confirmed by x-ray, which often re- 
veals the actual worms. 

While there is some debate over how best 
to treat intestinal obstruction caused by the 
presence of parasites, it is the feeling of the 
surgical staff at the Tulane University 
School of Medicine that the abdomen 
should be opened and the worms removed 
by enterotomy. The incision into the intes- 
tine is made longitudinally, but closure is 
effected transversely, to prevent stricture 
formation. Parasites above the incision are 
milked downward into it. Those below may 
be milked upward into it, or milked down- 
ward into the cecum, through the ileocecal 
valve. The removal of all the worms is not 
necessary, since caprokol therapy is insti- 
tuted routinely before the child is dis- 
charged. Great care should be taken not to 
soil the peritoneum by permitting the es- 
cape of worms into the cavity while the 
bowel is open. 

Meckel’s Diverticulum.—Meckel’s divert- 
iculum is a persistence of that portion of 
the vitelline duct which in early embryonic 
life opens into the ileum. Occasionally a 
cord, which is the remnant of the primitive 
yolk stalk, may connect it with the umbili- 
cus, or a sinus may open from it and con- 
nect the intestine with the exterior of the 
body. 





This anomaly is reported to be present in 
about 2 per cent of all autopsied material. 
Its mere presence, however, does not con- 
stitute an emergency, though its various 
complications, inflammation, hemorrhage, 
and intestinal obstruction, may be fatal if 
they are not promptly treated. 

The symptoms of diverticulitis are simi- 
lar to those of acute appendicitis, the dif- 
ferential diagnosis, as a rule, being impos- 
sible until the abdomen is opened. Hemor- 
rhage occurs in a fairly large number of 
cases because the aberrant gastric mucosa 
in the diverticulum becomes ulcerated. 

When the diverticulum serves as the focal 
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point of an intussusception, it is usually 
identified only after reduction has been ac- 
complished. Other forms of intestinal ob- 
struction may occur if a loop of bowel be- 
comes kinked over the cord connecting the 
diverticulum with the umbilicus, or if the 
cord serves as focal point for a volvulus. 

Excision and suture constitute the pre- 
ferred treatment for the complications of 
Meckel’s diverticulum unless, as sometimes 
happens in intussusception, the child’s con- 
dition is so poor that no further surgery can 
be tolerated after reduction. <A careful 
search should always be conducted when 
laparatomy is done on the diagnosis of acute 
appendicitis and the appendix is found to 
be innocent. Such a search, in fact, is al- 
ways indicated in an operation for acute 
appendicitis unless the appendix is perfo- 
rated or gangrenous. 

Elective surgery is in order when a per- 
sistent sinus is found leading to the di- 
verticulum from the umbilicus, or when it 
is possible to determine that a cord connects 
the two areas, since both conditions are po- 
tential causes of intestinal obstruction. 

Intestinal Duplications.—Duplications of 
the intestinal tract present as cystlike for- 
mations, and are therefore also known as 
Each 
duplication is contiguous with, and strongly 
adherent to, part of the intestinal 
tract, though the histologic structure of the 
particular duplication is not necessarily 
that of the portion of the intestinal tract 
with which it is in contiguity. 





enterogenous cysts or enteric cysts. 


some 


Duplications have been described in all 
portions of the intestinal tract but are most 
frequent in the ileum (ileum duplex). Thev 
rare in the duodenum, the twentieth 
case just having been put on record by 
Michel and Jarrell.’ They vary in size from 
minute structures to large, complete repli- 
cas of some portion of the gastrointestinal 
tract, such as the stomach. They may or 
may not communicate with the lumen of 
the adjacent intestine. If they do not, they 
usually contain clear serous fluid. 


are 


Symptoms may appear at any period of 
life but are most frequent in childhood. 
Thev tend to be intermittent and chronic 
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but may become acute if dilatation of the 
adjacent intestine gives rise to complete, «r, 
more often, incomplete obstruction. Flat 
roentgenograms of the abdomen show the 
usual picture of small bowel obstruction 
and sometimes point to the precise cau-e, 
pressure on the intestinal lumen by a 
smooth, rounded extrinsic mass. 

The ideal treatment is excision of the du- 
plication, which is not always possible be- 
cause a line of cleavage cannot be developed 
and because of the common blood supply of 
the bowel and the appendage. In such cases 
surgeons prefer to establish free 
drainage by cutting a window between the 
duplication and the intestine, but resection, 
with side-to-side anastomosis, is preferable. 
In Michel and Jarrell’s* duplication of the 
duodenum the proximity of the pouch to 
the pancreatic and common bile ducts made 
resection too hazardous and it was treated, 
very ingeniously. by internal drainage into 
the duodenum. 


some 


Peptic Ulcer.—Peptic ulcer is a disease 
which, at first glance, one would not expect 
to encounter, either as an emergency or 
otherwise, in voung children. Actually, it 
can occur even in utero, and it is respon- 
sible for a disproportionately large number 
of emergency operations in childhood be- 
cause at this time of life complications are 
relatively more frequent than they are in 
adults. Of the 119 operations collected from 
the literature by Bird and his associates 
and performed between 34! hours and 15 
vears of life, 53 were for pyloric stenosis, 
43 for perforation, and 12 for hemorrhage. 

These observers, whose collection of ul- 
cers in children also includes 124 nonsur- 
gical cases, discuss this condition according 
to the age at which it occurs. 
children, the ulcer usually bleeds, perfo- 
rates, or bleeds and perforates. The onset 
tends to be precipitous, without recogniz- 
able premonitory symptoms or signs, and 
operation is therefore seldom resorted to. 
In children over 2 vears of age, bleeding 
and perforation are likely to be heralded 
by such premonitory symptoms as refusal 
of food, pain, vomiting, sometimes of blood- 
streaked material, and melena, which may 


In newborn 
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persist for weeks or months. Chronicity, 
hemorrhage, perforation and stenosis were 
outstanding characteristics of the ulcer 
ease histories collected by Bird and his as- 
sociates in children between the ages of 2 
and 6 years. During the later years of 
childhood, serious hemorrhage decreases, 
but the incidence of stenosis and perfora- 
tion increases. The therapy of these com- 
plications is surgical, as in adults. The con- 
servative therapy of hemorrhage is seldom 
justified, particularly in infants, who do 
not tolerate it well. 

It might be mentioned that the case re- 
cently reported by Bulger and Northrop," 
in which a perforated duodenal ulcer was 
found at operation on the fourth day after 
a snakebite in a 22-month-old child, is prob- 
ably unique in medical literature. The re- 
semblance to Curling’s ulcer after burns is 
The authors explain the course of 
events by the concentration of venom in the 
small body (the child was bitten on both 


] 
| 


striking. 


evs) and suggest, in view of the great irri- 
tability which she exhibited, that ulceration 
was produced through the mediation of the 
central nervous system. 

Acute Cholecystitis —Although one does 
not usually think of acute cholecystitis as 
occurring in children, it is another condi- 
tion, though admittedly an infrequent one, 
which must be borne in mind as a diagnostic 
possibility in childhood. The symptoms and 
similar to those observed in 
adults, but the correct diagnosis is usually 
not made until the abdomen is opened, 
chiefly because the possibility of biliary 
tract considered. Acute 
cholecystitis can occur quite early in life; 
only recently a 6-year-old colored girl on the 
Tulane Service at the New Orleans Charity 
Hospital required cholecystectomy for it. 
This operation is usually indicated, especial- 
ly if there have been recurrent attacks, even 
though the disease in children is usually 
bacterial in origin and cholelithiasis is sel- 
dom part of the picture, as it is in the adult. 


signs are 


disease is not 


Trauma.—In these days of the automo- 
bile and the motorbike, no discussion of 
acute abdominal emergencies in children 
would be complete without a brief word on 
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acute abdominal trauma. In any crushing 
injury the possibility of rupture of a hollow 
viscus, such as the stomach, or laceration 
of a solid viscus, such as the liver and spleen, 
must be taken into consideration. If a 
wheel has passed over the body, rupture of 
the intestine is a possibility. Football in- 
juries, while a relatively frequent cause of 
acute abdominal trauma in children over 12 
years of age, seldom need to be considered 
in the age group discussed in this presenta- 
tion. I have, however, seen a ruptured 
spleen in a hemophiliac boy who had not 
reached this age, and I am sure I need not 
point out the management 
posed by such a case. 


problems of 


In all acute abdominal injuries diagnosis 
is made upon the history of trauma, the 
presence of abdominal rigidity, an increase 
in the pulse rate, and roentgenologic demon- 
stration of free air under the diaphragm if 
a hollow viscus has been damaged. Pain 
in the shoulder suggests the presence of 
blood in the peritoneal cavity and justifies 
needle puncture to confirm or exclude it. 
Operation should be done on suspicion if a 
precise diagnosis cannot be made. It does 
no harm if the findings are negative and 
may avert a catastrophe if they are positive. 
The procedure carried out depends upon the 
necessities of the special case. 

SPECIAL THERAPEUTIC CONSIDERATIONS 

Anesthesia.—It goes without saying that 
the aid of an experienced anesthetist is in- 
dispensable in the management of acute ab- 
dominal emergencies in children. 

Technique.—To handle small and delicate 
tissues properly, small and delicate instru- 
ments must be used. Suture material 
should also be fine; No. 0000 or No. 00000 
black silk, or fine cotton, preferably No. 80, 
is satisfactory. 

The incision is closed in tiers unless the 
child’s condition is so poor, or the tissues 
seem so friable, that through-and-through 
closure with crochet cotton or silver alloy 
wire in indicated. This technique provides 
surprisingly good cosmetic results and fur- 
nishes secure protection in cases in which 
dehiscence and evisceration seem likely. 

Adjunct Care.—The recent improvement 
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in the mortality of pediatric surgery is un- 
doubtedly due in part to advances in surgi- 
cal technique, suture material and anesthe- 
sia. It is also due, in large part, to the use 
of chemotherapy and antibiotic therapy. 
But it is probably due above everything else 
to the realization that the child, like the 
adult, needs such preoperative and postop- 
erative measures as whole blood and other 
parenteral fluids, oxygen, and intestinal de- 
compression, and the use of these measures 
with the further realization that the child 
and the adult differ in their capacity to 
utilize them. 

Children are easily overwhelmed by too 
large amounts of parenteral fluids, or by 
small amounts given too rapidly. The quan- 
tities administered must therefore be care- 
fully estimated. A practical way to esti- 
mate fluid requirements in infancy is to 
calculate 10 to 15 cc. of physiologic salt so- 
lution for each pound of body weight for 
each twenty-four hour period. Five per 
cent dextrose solution is added in amounts 
to bring the total fluid intake up to 50 to 
75 cc. per pound of body weight for each 
twenty-four hour period. Transfusions are 
given with similar care. On the other hand, 
disproportionately large amounts of blood 
are lost at operation—amounts which would 
be insignificant in the adult but which are 
not well tolerated by young children. Trans- 
fusions should be calculated on the basis of 
about 10 cc. per pound of body weight and 
should not exceed 50 to 75 cc. at any one 
time unless it is necessary to replace blood 
lost by hemorrhage. 

The subcutaneous route, in spite of its 
simplicity, is not a reliable route for the ad- 
ministration of parenteral fluids. As a gen- 
eral rule, it is necessary to cut down on the 
vein, preferably the saphenous vein just 
above the malleolus. Polyethylene tubing 
permits the use of a constant drip over a 
long period of time. 

Indications for chemotherapy and anti- 
biotic therapy must be individualized. The 
administration of sulfa drugs is on the 
basis of body weight. Antibotics must be 
used in sufficiently large dosages, and for 
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sufficient periods of time, to meet the indi- 
cations of the special case. 

As the realization of the importance of 
keeping the tracheobronchial tree free of 
mucus and secretions has increased, tra- 
cheotomy has come to be used with increas- 
ing frequency. We feel very strongly that 
this measure is not a last resort to be em- 
ployed only when obstruction of the air- 
ways is complete or almost complete. On 
the contrary, it should be performed 
promptly, whenever respiratory difficulties 
threaten to permit the development of 
chronic anoxia, which can be a disastrous 
postoperative complication. 

Aspiration of the stomach should be 
done in all instances of intestinal obstruc- 
tion prior to anesthesia, especially if a dis- 
tended, fluid-filled bowel or stomach must 
be manipulated. The omission of this pre- 
caution may cause sudden flooding of the 
tracheobronchial tree, with aspiration of 
the material into the lungs. The catheter 
is left in place and aspirated at intervals 
during operation. Aspiration per catheter 
is more satisfactory than the use of the Mil- 
ler Abbott tube, which young children do 
not tolerate well. 

Generally speaking, children who are best 
prepared for operation in the emergencies 
of childhood (unless they are seen so 
promptly that they need no preparation at 
all) will have received infusions of physio- 
logic salt solution, glucose or Ringer’s solu- 
tion, frequently supplemented by blood, and 
will be similarly treated after operation, 
with protein and vitamin supplements as 
necessary. On our own service, no operative 
procedure is begun until a cannula or needle 
has been placed in a vein and an infusion 
has been started; blood is also available. to 
be used as necessary. 

The child is kept warm on the operating 
table by means of hot water bottles, whose 
temperature is regulated with a thermo- 
meter and which are wrapped in towels. 
Very young children are sometimes 
wrapped in cotton wadding and placed in 
incubators after operation. All children 
are given oxygen continuously after opera- 
tion. 
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SUMMARY 

Infants and young children are likely to 
present many of the acute abdominal con- 
ditions present in adults, and a number of 
others which are congenital or which occur 
early in life. Prompt diagnosis and im- 
mediate surgery are the key to good results. 
Among the many factors to which recent 
improvement can be attributed is the spirit 
of cooperation which has grown up between 
pediatric and surgical services, one conse- 
quence of which has been the introduction 
of the surgeon to his small patient as early 
as possible in his illness. 

The more important of the acute abdomi- 
nal emergencies of infancy and childhood 
are briefly discussed according to the age 
period at which they are most likely to 
occur, 
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THE FREQUENCY AND GEOGRAPHIC 
DISTRIBUTION OF MULTIPLE SCLE- 
ROSIS, WITH SPECIAL REFERENCE 

TO NEW ORLEANS, LOUISIANA! * 3 

LEONARD T. KURLAND, M.D., DR. P.H.* 

HULDAH BANCROFT, PH.D. 
THEODORE L. L. SONIAT, M.D. 
NEW ORLEANS 
INTRODUCTION 

An investigation of the frequency and 
distribution of multiple sclerosis in the 
United States and Canada was carried out 
in an attempt to eliminate some of the con- 
fusion on racial selection and geographic 
distribution resulting from earlier studies. 
It was also hoped that such an investigation 
would serve as a prototype for obtaining 
frequency data on other neurological and 
psychiatric disorders. 

Impressions gained from earlier studies 
suggested that multiple sclerosis was more 
prevalent in Europe and North America 
than in Africa and Asia. The disease was 
also thought to be most prevalent in the 
countries of Europe or America which are 
most distant from the equator, and was 
thought to be a more common disease in the 
white race than in the nonwhite races. 
Upon critical review of the reports on 
which these impressions are based, it was 

1This study was supported by a grant to Tulane 
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*Head, Department of Neurology and Psychiatry, 
Ochsner Clinic, New Orleans, and Associate Pro- 
fessor of Neurology, Tulane University School of 
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concluded that the variety of methods em- 
ployed by the different investigators in col- 
lecting and analyzing data made reliable 
comparisons difficult.' 

Among the studies relating to worldwide 
distribution, there several reports 
which are concerned with the frequency of 
multiple sclerosis in New Orleans, Louisi- 
ana, or the southern United States. These 
studies, with one exception, considered mul- 
tiple sclerosis a rare disease in the South. 
In 1905, Van Wart? reported that the ratio 
of multiple sclerosis patients to total pa- 
tients in a New Orleans neurological clinic 
was twice as high as that reported from any 
other source in the United States. He con- 
cluded that multiple sclerosis was very com- 
mon in New Orleans; however, Van Wart’s 
study was made prior to the development of 
the Wassermann reaction and other aids for 
the improved diagnosis of neurological dis- 


eases. 


are 


Davenport,* in 1920, reported on the 
United States draft statistics of World War 
Sy In analyzing the medical rejection sta- 
tistics for the draftees, he found that 6 per 
100,000 men were rejected for multiple 
sclerosis in Louisiana as compared to a 
national per 100,000 men. 
However, the difference in rates is not sta- 
tistically significant, and there is reason to 
doubt the accuracy of the multiple sclerosis 
diagnoses made at that time and under con- 
ditions of draft examinations. 


average of 10 


In 1938, Steiner,* a neurologist, reported 
that 


“during a stay of six months in New Orleans, 
Louisiana, I have not seen a single case of multiple 
individual, either clini- 


sclerosis in a native-born 


cally or at autopsy. My short experience would be 


valueless without the corroborating reports from 
prominent physicians who have been resident here 
All agree that in New Orleans 
finding. One 
ophthalmologist told me that retrobular neuritis is 


very 


for a long time. 
multiple sclerosis is a very rare 
rare here also. Two pathologists who have 
performed autopsies here for the past six years 
have never seen a patient with multiple sclerosis 
on the autopsy table.” 

These observations were in sharp contrast 
to Steiner’s findings in northern cities, such 
as New York, where he found no scarcity 
of native-born multiple sclerosis patients. 
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Dr. Louis Golden began to review all the 
cases diagnosed as multiple sclerosis in 
Charity Hospital in New Orleans for a |ive 
year period prior to his death in 1945. In 
a note among his unpublished studies, he 
reported that he found only one-fourth to 
one-fifth as many multiple sclerosis cases 
discharged from Charity Hospital as he 
would have expected to find among an equa! 
number of patients discharged from ‘he 
Boston City Hospital. 

In a study of the geographic distribution 
of multiple sclerosis in the United States, 
Ulett,” on the basis of the results of a ques- 
tionnaire to neurologists, reported that mul- 
tiple sclerosis made up a smaller percentage 
of the neurological practice in the states 
south of the 37th degree of latitude (about 
midway through the United States) than 
north of that line. Unfortunately, only a 
fraction of the questionnaires which were 
mailed to the physicians in Ulett’s study 
were returned and analyzed and no follow- 
up was attempted. 

An analysis of the death certificates in 
the multiple category for the 
United States and Canada in 1947 was car- 
ried out.!. The multiple sclerosis death rate 
for Louisiana was found to be 0.3 per 100,- 
000 population, while the rate for the total 
United States was 0.9 per 100,000 and that 
for Canada was 1.2 per 100.000. When the 
rates were determined for the white popu- 
lation and adjusted for age differences in 
that population, the South—from Maryland 
to Florida and to Texas—was found to have 
a rate that was slightly less than half that 
of the North Central and Northeastern 
States and only about one-third that of 
Canada. Incidental to that study,’ it was 
found that the reported mortality rate for 
the coiored population of the South did not 
differ appreciably from that of the white 
population of the same area. 


sclerosis 


Although the more recent of these studies 
support the view that multiple sclerosis is 
rare in New Orleans and the South, the 
limitation of the type of data collected to 
deaths, to particular age or population 
groups, or to incomplete observations or 
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TABLE 1 


SOME CHARACTERISTICS OF 


WINNIPEG 


Pop tion 


Not ite population 
Inc se in population 
Latitude 


Mean temperature: 
January 
Ju 

Annual rainfall 


MEDICAL FACILITIES 


Med al schools 

Physicians 

Certified internists 

Certified neurologists 

General hospitals 

Total general hospital beds 

Beds available to local residents 
(estimated) 


1The metropolitan districts include the central 


divisions or incor} 
2New 
3Approximatels 


Orleans population, estimated, April 


Winnipeg Gene 


remaining beds in oth co 


nmunities are assume 


measurements, does not provide a reliable 
basis for geographic comparisons. 

To measure and compare the prevalence 
of multiple sclerosis over a wide latitude 
where language, medical terminology and 
and hospitalization procedures 
would be similar, studies of multiple sclero- 
sis frequency in different regions of the 
United States and Canada were proposed 
by the Statistical Committee of the National 
Multiple Sclerosis Society. These studies 
conducted through local university 
medical facilities in New Orleans, San 
Francisco, Denver, Boston, and Winnipeg, 
Manitoba. Their purpose “to deter- 
mine the extent of multiple sclerosis in the 
United States and Canada and to study the 
influence of climate and race on the distri- 
bution of the disease.” 


practice, 


were 


Was 


This present report deals with the com- 
pleted study of New Orleans and compares 
the results with those of Winnipeg. 

for a comparison of some features of 
metropolitan New Orleans and Winnipeg, 
see table 1. Future reference to New Or- 
leans and Winnipeg as cities refers to the 


METROPOLITAN 


THE NEW ORLEANS AND 
DISTRICTS! 
NEW ORLEANS 


WINNIPEG 


601,608 
28 per cent 


313,626 
Negligible 


11 per cent in 7 years 6 per cent in 5 years 


30° N. 50° N. 

55° #F 3.5 F. 
83° F. 66.2° F. 
57 inches 20 inches 


ve per LOO Ooo No. per 100,000 . 


No Population No. Population 
2 1 
$28 138 414 132 
37 6.2 2 6.7 
9 1.5 2 6 
16 11 
5,371 890 2,280 730 
3,657 610 1,763 560 


city plus all adjacent and contiguous minor civil 


rated places having a population of 150 or more per square mile 


1947: Winnipeg population, census June 1, 146 


1) per cent of 5,200 beds at Charity 
ral Hospital are for patients outside 


d to 


Hospital and 50 per cent of 610 beds at 
New Orleans and Winnipeg ZO per cent of all 
0 for nonresidents 

metropolitan districts. Each city is isolated 
from other large medical centers and it was 
believed that there would be relatively little 
migration of patients for prolonged treat- 
ment away from these communities. There 
are no recognized appreciable differences in 
language, medical training or practice, or 
hospitalization procedures in the two cities. 
Each city has about the same ratio of physi- 
cians and specialists per unit of population, 
and each appears to have sufficient hospital 
beds for its needs. 

The climatic characteristics of the two 
cities can be summarized as follows: New 
Orleans has mild winters, hot summers, 
high humidity, and heavy rainfall; Winni- 
peg, 1,500 miles north of New Orleans, has 
cold winters, mild summers, comparatively 
low humidity, and moderate rainfall. 


METHOD OF STUDY 
Under the direction of the staff members 
of the local universities, medical students 
were employed and trained in abstracting 
hospital and clinic records and in contacting 
physicians and reviewing their records. Re- 
ports of the diagnosed and suspected mul- 
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tiple sclerosis cases and deaths for the pre- 
vious ten years were obtained from all reg- 
istered hospitals, including out-patient de- 
partments, clinics, and nursing homes, and 
the local office of vital statistics in both 
cities. In addition, physicians in private 
practice were requested, by letter and tele- 
phone, to provide reports on cases seen in 
the previous five years and to identify any 
patients who were still known to be alive 
regardless of when they were last seen. The 
limits to the period for collection and 
enumeration of cases were the same for 
both cities, that is, from January 1, 1939, 
to January 1, 1949. 

Duplicate records on the same patient 
were consolidated and the patient’s living 
or dead status and the latest diagnosis were 
established to as recent a date as possible. 
Each case was classified as “probable” or 
“possible” according to the opinion of the 
physician making the most recent diagnosis. 
“Probable”’ cases were those in which clini- 
cal evidence was consistent with the diag- 
nosis where other possibilities were reason- 
ably excluded, while ‘“‘possible” referred to 
those cases in which no single diagnosis 
had been established. 

The frequency rates and ratios below are 
determined on the basis of the probable 
cases only. 


ANALYSIS OF METHOD 





Replies from physicians.—Seven per cent 
of the physicians in New Orleans had cases 
to report while almost 13 per cent of the 
Winnipeg physicians reported cases. Only 
four physicians in each city (less than 1 
per cent) who were known to be in practice 
failed to reply to written or telephone in- 
quiries. 

Data from other sources.—The records of 
the previous ten years in New Orleans hos- 
pitals, private clinics, and nursing homes 
were obtained where possible by examining 
the diagnostic record index. If there was 
no index, the director of the institution or 
the physician in charge of the medical or 
neurological service was asked to supply 
information on all multiple sclerosis pa- 
tients whose records could be recalled. The 
larger hospitals and clinics generally had a 
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satisfactory diagnostic index for the in- 
patient departments. However, none of the 
hospitals used the unit record system, where 
the out-patient department record is incor- 
porated with the in-patient record. (Cut- 
patient departments seldom had diagnostic 
files and where they did, they were ire- 
quently not up-to-date. In New Orleans 
the two large out-patient departments at 
Charity Hospital and Touro Infirmary cid 
not have diagnostic files. 

At Charity Hospital, the out-patient rec- 
ords are filed by number according to the 
date of the patient’s original registration 
at the clinic and these dates go back over 
fifty years. There are several hundred 
thousand records on file; without examin- 
ing each record, it would not be possible to 
locate those of patients seen at the clinic 
in more recent years. No separate diag- 
nostic file was available for the neurologi- 
cal clinic and no easily examinable diag- 
nostic face sheet was present on any of the 
records. 

The records at Touro Infirmary out- 
patient department are filed chronologically 
by year of last visit and include over 15,000 
records of patients seen over the preceding 
twenty years. Here, too, there are no diag- 
nostic face sheets in the records, but the 
face sheet does designate the department 
or the clinic where the patient was treated. 

In an attempt to assess the importance 
for case finding of the out-patient depart- 
ment records, a special study was made. 

a. Charity Hospital, neurology out-pa- 
tient department: The staff of the neu- 
rology clinic at Charity Hospital were con- 
sulted. It was their impression that multi- 
ple sclerosis was so uncommon that, if a 
case were suspected, the patient would be 
admitted to the hospital for confirmation 
of diagnosis and for teaching purposes. If 
the patient were admitted, of course, a rec- 
cord could be obtained from the in-patient 
diagnostic file. Nevertheless, it appeared 
desirable to survey some of the neurology 
clinic records. Over a two-month period, 
the records of the 30 to 40 patients seen 
each day were examined by one of the sur- 
veyors. During this period, no record of a 
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patient with multiple sclerosis was found. 

b. Touro Infirmary, out-patient depart- 
ment records: An extensive search for 
cases Was carried out in the out-patient de- 
partment of Touro Infirmary. This out- 
patient department is similar to that of 
Charity Hospital but, as the records were 
filed chronologically by year of last visit, a 
review of records of patients seen recently 
was possible. It was decided to review the 
records of persons seen in the departments 
of internal medicine, neurology, and oph- 
thalmology during the previous ten years. 
As there was no diagnostic face sheet on 
the records, it was necessary for the sur- 
veyor to read through each of the reports 
to locate a clinical impression or diagnosis. 
About 5,000 records were examined. As a 
result of this work, 2 cases were found, 
both of whom were reported from no other 
source; 1 of the 2 was a transient. 

Similar studies were carried out in the 
out-patient departments of the Winnipeg 
hospitals and indicated that it would be 
unlikely for a patient to be reported from 
an out-patient department only; multiple 
sclerosis patients going to out-patient de- 
partments would usually be reported from 
the in-patient department of a hospital or 
a private physician as well. 

Multiple sclerosis mortality reports over 
the preceding ten years were obtained from 
the New Orleans Office of Vital Statistics 
and were combined with the morbidity re- 
ports on the same patients. 


Number of cases and sources of reports. 
—QOne hundred and thirty cases were re- 
ported in New Orleans; 219 cases were re- 
ported in Winnipeg. Of these, 94 (72 per 
cent) in New Orleans and 172 (78 per cent) 
in Winnipeg were classified as probable 
cases. Table 2 shows the distribution of 
the probable case reports by source of re- 
ports. It will be noted that the proportion 
of the cases from the different sources in 
the two cities was similar. Physicians ac- 
counted for slightly over one-third of the 
reports, hospitals about one-half, clinics 
(Ochsner Clinic in New Orleans and the 
Winnipeg Clinic) and death certicates each 
slightly less than 10 per cent. In both cities, 
nursing homes were negligible as a source 
of reports. About half of the physicians’ 
reports came from neurologists, internists, 
and ophthalmologists. The remaining half 
came from all other specialists, including 
general practitioners. 

Validation procedure. — An independent 
check was made of the reports which were 
collected in the survey with records of New 
Orleans and Winnipeg residents who were 
either former patients of the Mayo Clinic 
or were patient-members of the National 
Multiple Sclerosis Society or the Multiple 
Sclerosis Society of Canada. 

Multiple sclerosis had been diagnosed at 
the Mayo Clinic from 1940 to 1949 in the 
case of 5 New Orleans residents and 17 
Winnipeg residents. Records on all 5 pa- 
tients from New Orleans and 16 of the 17 


TABLE 2 
MULTIPLE SCLEROSIS PROBABLE CASE REPORTS BY SOURCE OF REPORTS, 


Source OF REPORTS 


Physicians 
Hospitals’* 


Private elimien® ........----ncceceseceen-o 

Nursing homes 

Death certificate transcripts 
Total reports 


Number of cases** 


Ratio of reports per case 


NEW ORLEANS AND W 





INNIPEG, 1949 SURVEY 


NEW ORLEANS WINNIPEG 


Number er Cent Number Per Cent 

55 36 91 29 
75 49 162 52 
10 7 29 9 
sles 1 1 5 2 
11 7 26 8 

~~ 152 100 313 + #©=100 

94 172 - 

ORIN 1.6 is 5 


*Numbers given refer to the number of reports obtained and not to individuals. 


**After duplication of records had been eliminated. 








450 


from Winnipeg were in the survey files. In 
the National Multiple Sclerosis Society 
there were 5 patient-members from New 
Orleans; records had been collected on 4. 
In the Winnipeg Chapter of the Multiple 
Sclerosis Society of Canada, there were 22 
patient-members, of whom 18 had been 
found in the survey. The reports of all the 
corresponding cases in the survey files had 
been classified as probable. 


TABLE 
CASE REPORT CHECK 
NI u NS WINNIDE® 
: 7. 
25 EE Ze bes 
Source i -SEt an ces 
- 2% ~ g c= @ 
Tt sé las 
Mayo Clinic 
1940-49 5 5 17 16 
Multiple Sclerosis 
Society 5 1 29 18 
Total 10 9 39 34 


From these comparisons (see table 3), it 
must be conceded that some cases were 
missed. Their number cannot be estimated 


but was probably small. There is no par- 
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ticular reason to suppose that they were not 

distributed in the two cities in the same 

proportion as the discovered cases. 
RESULTS 

The living or dead status of the cases in 
the two cities is shown in table 4. he 
number of patients residing in New Orleans 
or Winnipeg as of January 1, 1949, is used 
in the determination of the prevalence ra- 
tios; the number who died between 1939 
and 1948 is used to determine the mortality 
rates. 

Prevalence ratios.—As the clearest way 
to illustrate the risk of a population having 
a particular illness is to compare the preva- 
lence ratios for different age groups, the 


age specific ratios are computed. These are 
determined by dividing the number of cases 
in each city for each age, sex, and race 
group by the total population' in that same 
age, sex, and race group. 


‘In April, 1947, population estimate by the Bu- 
reau of the Census was available for New Orleans 
by age groups, sex, and color. The population dis- 
tribution by age and sex for Winnipeg was based on 
the census of June 1, 1946. These population fig- 
ures are used to compute the incidence and mor- 
tality rates between 1939 and 1948 as well as the 
prevalence ratios on January 1, 1949. 


TABLE 4 
MULTIPLE SCLEROSIS PROBABLE CASES IN NEW ORLEANS AND WINNIPEG 
CLASSIFIED AS LIVING OR DEAD AS OF JANUARY 1, 1949 
NEW ORLEANS WINNIPE 
Number Per Cent Number Per ¢ 
Living in the city on Jan. 1, 1949 69 74 131 76 
Living elsewhere on Jan. 1, 1949 6 6 5 3 
Living or dead, status unknown 5 5 7 4 
Died between Jan. 1, 1939 and Jan. 1, 1949 14 15 29 17 
Total 94 100 172 100 
TABLE 5 
MULTIPLE SCLEROSIS CASES AND PREVALENCE RATIOS PER 100,000 POPULATION 
BASED ON CASES LIVING IN NEW ORLEANS OR WINNIPEG ON 
JANUARY 1, 1949, BY COLOR AND SEX 
NEW ORLEANS WINNIPEG 
All Races White Nonwhite White 
Potal Mak Female Total Male Female Total Male Female Total Male Female 
Number 69 29 40 56 22 34.—tisi«B 7 6 131 50 81 
Ratio (cases 
per 100,000 
population) |11.5 10.2 12.7 12.9 10.6 8.9 6.8 41.8 32.7 


14.9 7.8 





10t 
me 


le 
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|. For New Orleans by age, sex, and 
color: The prevalence ratios for New Or- 
leans by sex and color are presented in table 
Figure 1 illustrates the ratios by age 
for white males and females, figure 2 for 
whites and nonwhites. Age specific preva- 
ence ratios are zero below age 15, begin to 
se in the 15 to 24-year age group and 
reach their maximum at 35 to 44 years. 


\ Winnipeg Females 





Winnipeg Males - 





New Orleans 
/mite Males 








+, 

35 40 45 SO 55 8 65 & over 

Age in Ye 
Figure 1 

Muliple sclerosis prevalencet ratios per 100,000 

white population* by age and sex, Winnipeg and 
New Orleans, January 1, 1949. 


1204 











10 1s 20 25 30 35 40 45 By 85 © 65 A over 
Age in years 
Figure 2 

Muliple sclerosis prevaiencet ratios per 100,000 
population* Winnipeg by age, New Orleans by age 
ind color, January 1, 1949. 

New Orleans Population—estimated 1947; Win- 
lipeg population from 1946 Census. 

tBased on probable cases known to be living in 
New Orleans or Winnipeg on January 1, 1949. 

*“New Orleans Population—estimated 1947; Win- 
nipeg population from 1946 Census. 

+Based on probable cases known to be living in 
New Orleans or Winnipeg on January 1, 1949. 


The white female prevalence ratio for all 
ages is 1.4 times that for males. However, 
this difference is not statistically signifi- 
cant. The nonwhite female ratio is slightly 
less than that for nonwhite males, but the 
number of cases is so small that the differ- 
ence cannot be seriously considered. 

Comparison of the prevalence ratios for 
all ages by color reveals that the ratio for 
whites is 1.6 times that of the nonwhites. 
However, this difference also could easily 
occur by chance. 

2. For Winnipeg, by age, sex, and color: 
Examination of the age specific prevalence 
ratios for Winnipeg, presented in figures 1 
and 2, reveals that here too the maximum 
prevalence is at ages 35 to 44 for both sexes. 
The ratio for females is higher in each age 
group and, for all ages, is 1.5 times that for 
males. This sex difference in Winnipeg, 
which is equal to that for whites in New 
Orleans, is statistically significant. The 
nonwhite population in Winnipeg is negli- 
gible and no nonwhite cases were reported. 

3.. Comparison of prevalence ratios in 
Winnipeg and New Orleans. — The total 
prevalence ratio for all ages in Winnipeg 
(41.8 per 100,000 population) is 3.2 times 
the ratio for white persons in New Orleans 
(12.9 per 100,000 population). If the ratio 
for Winnipeg is adjusted to the age distri- 
bution of the white population of New 
Orleans, the resulting rate for Winnipeg 
(43.9 per 100,000 population) is 3.4 times 
that for New Orleans. 

Incidence and incidence vates.—1. Annual 
incidence in New Orleans and Winnipeg, 
1939-48. Fifty-four of the cases included 
in the New Orleans study and 80 of those 
in Winnipeg had their onset of symptoms 
between 1939 and 1948. Of these, 8 in New 
Orleans and 10 in Winnipeg had their onset 
elsewhere. 

The annual incidence by sex and color is 
computed on the basis of the reported 46 
locally occurring cases in New Orleans and 
the 70 locally occurring cases in Winnipeg. 
There was no distinctive pattern of distri- 
bution by year of onset for the sex or color 
subgroups, the total for each city or the 
total for both cities; that is, the cases were 
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TABLE 6 


NUMBER OF NEW MULTIPLE 


SCLEROSIS CASES 


AVERAGE ANNUAL INCIDENCE RATES PER 100,000 POPULATION BY COLOR AND 


White 
Male lemale 

Number 13 23 
Rates( average number of new 

cases per 100,000 population 

per year) 0.53 1.01 
uniformly distributed over the ten-year 
period. In table 6 the average annual inci- 


dence rate by sex and color are compared. 

2. Age specific incidence rates. — Be- 
cause of the small number of cases in the 
New Orleans subgroups, only the incidence 
rates by age for white persons are given, 
without subdivision by sex. The average 
annual incidence rates by age for Winnipeg 
and for the white population of New Or- 
leans are presented in figure 3. 


7 


Fini peg 





—— — New Orleans (white) 


o 


“ 
i 


~ “ 
i rn 


average annual cases per 100,000 population 
ca + 
nm 








o 
Age in Years 


Figure 3 
Average annual incidence of multiple sclerosis 
New Orleans for the white population and Winni- 
peg, 1939-1948. 

a. New Orleans.—The rate is zero below 
15 years of age, reaches a maximum in the 
25 to 34-year group and drops slowly in the 
older age groups. The white female inci- 
dence for all ages is 1.6 times that for the 
white males, but the difference is not sta- 
tistically significant. The nonwhite female 
rate for all ages does not differ from the 
nonwhite male rate. 


b. Winnipeg. — Only one case occurred 
before 15 years of age. The incidence rate 
begins to rise sharply after 15 years of age, 
reaches a maximum at 25 to 34 years and 
drops off sharply in the older age groups. 
The female rate for all ages is 1.5 times 


SEX; NEW ORLEANS AND WINNIPEG 


Total 


0.83 


DEVELOPING FROM 1939-48 AND THE 
NEW ORLEANS WINNIPEG 
Nonwhite White 
Male Female Total) Male Female Tota 
5 5 10 27 43 70 
0.60) | 1.76 2.23 


0.63 0. 


;o 
~ 


2.68 


the male rate but chance fluctuation may) 
easily account for the difference. 

c. Comparison of incidence rates in New 
Orleans and Winnipeg.—The Winnipeg in- 
cidence rate for all ages is 2.23 new cases 
This is 
2.7 times that for the white population in 


per 100,000 population per year. 
New Orleans. The rate is higher for white 
females than white males in both cities. 

The highest incidence rate in both cities 
is in the 25 to 34-year age group, while 
the highest prevalence ratio is in the next 
succeeding age group, that from 35 to 44 
years. However, the Winnipeg incidence 
rate drops off rapidly beyond the 35 to 44- 
year group, while that for New Orleans re- 
mains relatively high. The number of cases 
on which these rates are based are small but 
the form of the curve suggests that the 
attack rates in the older age groups in New 
Orleans are relatively higher than those in 
Winnipeg. 

Deaths and death rates.—1. Deaths 


among probable cases, New Orleans and 
Winnipeg, 1939-48. 


a. Annual number.— There were 14 
deaths in New Orleans and 29 in Winnipeg 
for which there were probable case reports. 
The number of deaths per year were dis- 
tributed rather evenly throughout the ten- 
year period. 


b. Annual rates. — The average annual 
death rate is 0.23 per 100,000 population in 
New Orleans and 0.93 per 100,000 popula- 
tion in Winnipeg. There was little differ- 
ence in the rates by sex and color within 
either city (table 7). 
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TABLE 7 
DEATHS AMONG PROBABLE CASES OF MULTIPLE SCLEROSIS ANID AVERAGE ANNUAL 
DEATH RATE PER 100,000 POPULATION: NEW ORLEANS AND 
WINNIPEG, BY SEX AND COLOR, 1939-48 
Deaths Among Probable Cases 
NEW ORLEANS WINNIPEG 
White Nouwhite All Races White 
Male Female Male Female Total Male Female Total 
Number 4 6 2 2 14 15 14 29 
Average annual deaths per 100,000 pop- 
ilation (1939-48) 0.2 0.3 0.2 0.2 0.23 1.0 0.9 


c. Age specific death rates.—Death rates, 
for broad age groups in the two cities, are 
presented in figure 4. The number of deaths 
is so small that consideration of mortality 
specific for sex and race in this analysis is 
not feasible. The death rate in both cities 
is negligible under age 25; it then rises 
sharply in Winnipeg to a peak in the age 
group 35 to 44, and thereafter drops off. 
In New Orleans, on the other hand, the rate 
reaches a plateau at age group 35 to 44 
which is maintained over the remaining age 
groups. Since only 14 deaths occurred in 
the whole ten-year period in New Orleans, 
it is clear that little significance may be 
attached to this observation. 
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Figure 4 

Average annual death rates per 100,000 popula- 
tion by age for deaths among “probable” 
New Orleans and Winnipeg, 1939-1948. 

Autopsy. — Results of autopsy examina- 
tion.—In New Orleans not a single autopsy- 
confirmed case of multiple sclerosis was 
found in the entire ten-year period. The 
cause of death for 1 patient who was clini- 
cally diagnosed as having multiple sclerosis 
prior to death and on whom an autopsy was 
performed was reported to be an “‘encephal- 


cases ; 


0.93 


opathy.”” The pathological report was no 
more specific. 

In Winnipeg, during the same period, 
there were 8 patients in whom multiple 
sclerosis was the clinical diagnosis and on 
whom autopsies were performed. The diag- 
nosis of multiple sclerosis was verifed in 6. 
One of the remaining 2 was said to have 
pernicious anemia, the other arteriosclero- 
sis. 

DISCUSSION AND SUMMARY 

Intensive surveys were conducted in New 
Orleans, La., and Winnipeg, Manitoba, and 
are believed to have been equally thorough 
in locating diagnosed resident cases of mul- 
tiple sclerosis. The prevalence, incidence, 
and mortality rates in New Orleans were 
found to be about one-third of the corre- 
sponding rates in the Canadian city. No 
autopsy-proved cases were reported in New 
Orleans for the study period 1939 to 1948; 
6 were found for this period in Winnipeg. 
These findings confirm reports of others 
who noted the scarcity of multiple sclerosis 
in New Orleans and the South. 

The white and nonwhite rates in New 
Orleans do not differ from one another by 
statistically significant amounts. Thus, the 
results do not support the viewpoint of 
those who believe that geographic differ- 
ences in frequency are due to variations in 
racial susceptibility but suggest that the 
causative factor or factors are more com- 
mon in the northern parts of this continent. 
As multiple sclerosis may be a clinical syn- 
drome, it is also possible that a causative 
factor responsible for most of the cases 
seen in the north is not present in the far 
south. 
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Although mortality rates for both sexes 
are similar, the incidence rates and preva- 
lence ratios for females in both cities were 
higher than those for males. It is possible 
that diagnoses such as psychoneurosis are 
more frequently mistaken as multiple scle- 
that 


sclerosis is more frequently considered as 


rosis in females or early multiple 
central nervous system syphilis in males. It 
is also possible that women seek medical 
care sooner than men do for the type of 
symptoms which occur early in the disease 
and that a higher proportion of the female 
cases were of more recent origin. 


Some clinicians, including Putnam," have 
suggested that the principal treatment of 
the disease is the migration of patients to 
warm, dry climates. However, the prelimi- 
nary analysis by life table methods of the 
data collected in New Orleans and Winnipeg 
fails to show any statistically significant 
difference in life expectancy of the patients 
in the two cities... This suggests that the 
remissions and exacerbations of the disease 
are equally frequent in the two areas. It 
also suggests that an endogenous mecha- 
nism rather than repeated exposure to an 
external agent is responsible for the exacer- 
bations which are so often seen. 
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HARVARD—Renal Angiography 


RENAL ANGIOGRAPHY: 
SMITH-EVANS TRANSLUMBAR 
TECHNIC* 

B. M. HARVARD, M. D. 


NEW ORLEANS 


Visualization of various segments of t} 
vascular tree by injection of a radio-opaq 
medium is not new. According to Nelso: 
Destot and Berard attempted it in 1896, t} 
year following the introduction of roent 
genology. It remained for dos Santos anc 
associates,” in 1929, to perfect a techni 
which gave impetus to such studies. Th 
essentials of his technic are still observed 
today. 

Recent studies by Nelson,' Doss and asso 
ciates,* and Smith and Evans' have prove: 
that arteriography has a real place in the 
diagnosis and treatment of diseases of the 
urinary tract. Their work, coupled with 
the studies of Melick and Vitt,’ and MeGuir« 
and Nelson," showing that arterial puncture 
is relatively innocuous, has made the pro- 
cedure attractive to us. 

INDICATIONS FOR USE 

Renal angiography is indicated in any 
condition involving the renal vascular tree. 
It has been shown to be particularly useful 
in differentiating between cystic disease of 
the kidney characterized by avascular areas 
and renal parenchymal tumors in which the 
opposite situation—a pooling of medium— 
is present.’ It is of no value in the diagno- 
sis of renal, pelvic, or ureteral tumors.* 

We have been specially interested in renal 
angiography for preoperative evaluation of 
the hydronephrotic kidney with a view to 
determining etiology and, more important, 
the kidney’s chance of surviving a plastic 
procedure.” Our experience is yet too 
limited to estimate its value in such cases. 
The problem is, of course, to establish cri- 
teria for survival as related to the renal 
vascular pattern. Whether or not this can 
be done is open to question. At present we 








‘Presented at meeting of the Orleans 
Medical Society, December 10, 1951. 

From the Departments of Urology, Ochsner 
Clinic and Tulane University School of Medicine, 
New Orleans. 
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believe that if it can be demonstrated that 
the interlobular vessels are fairly well dis- 
trivuted and present in at least 50 per cent 
of their usual density the kidney has a good 
chance to survive conservative surgical pro- 
This criterion is purely arbitrary, 
and has been adopted merely as a starting 


cecaures. 


yoint. 
| in the preoperative study of anomalies 
the value of renal angiography cannot be 
overemphasized. 
t ns 


The bizarre vascular pat- 
with urologic anomalies 
often make the corrective operation a dif- 
ficult problem. It is, 


associated 


therefore, extremely 
helpful for the surgeon to know where he 
is likely to encounter trouble beforehand. 
For example, it has been shown that both 
segments of a horseshoe kidney may re- 
ceive their blood supply from a single main 
Such knowledge would certainly 
modify one’s approach to the problem. 
Arteriography can be helpful in studying 
ectopic kidneys when surgical procedures on 
these organs are contemplated. Also, the 
final definite proof of true renal agenesis 
may rest upon the angiographic picture. 
Renal atrophy, particularly as related to 
patients whose hypertension is 
thought to be of renal origin, can be evalu- 
ated by angiography. We believe that the 
absence of relative narrowing of the blood 
vessels is evidence that the Goldblatt type 
of organ not exist and cannot be 
blamed for the hypertension. This does not 
mean that a small, atrophied infected kid- 
ney should not be removed. Whether hy- 
pertension is present or not, such a kidney 
is a definite liability and should be removed. 
Masses in the upper abdominal quadrant 
may sometimes be a source of considerable 
confusion as to their origin, that is to say, 
whether or not they arise from the kidney. 
The angiogram can be of great help in this 
dilemma, often providing a definite answer. 
PROCEDURE 
The equipment we employ is that origin- 
ally advocated by Smith and Evans.’ It 
consists of a 10 cc. Sana-Lok syringe, an 8 
inch piece of plastic tubing equipped with 
luer-lok adapters at either end, and an 18 
gauge short-bevel needle 6 to 7 inches long. 
The contrast medium is 75 per cent neo- 


artery. ! 


those 


does 


iopax. Our only substitute in the original 
material is a type of clear plastic tubing, 
which may be autoclaved, thereby reducing 
the possibility of contamination. 

The technic we employ is essentially that 
used by Smith and Evans.' The intestine 
is cleansed by means of enemas, and food 
and fluids are withheld. Atropine is the 
only medication given prior to anesthetiza- 
tion. The patient is placed prone on the 
table. A scout film is made, developed, and 
studied for success of intestinal prepara- 
tion and position on the table. The back is 
cleansed with antiseptics and draped. The 
patient is anesthetized with sodium pento- 
thal, and the needle is inserted from a point 
about 1 cm. below the left twelfth rib and 8 
cm. from the midline superiorly, medially 
and ventrally, until it strikes the body of the 
tweifth thoracic vertebra. It is then with- 
drawn about 3 cm., redirected slightly up- 
ward and more ventrally, and “stepped- 
down” in this fashion until it passes the an- 
terior left edge of the vertebral body. The 
stylet is removed and the needle advanced 
an additional 0.5 to 1 cm. until it enters the 
uorta. Just before this the operator may 
experience a definite pulsation. As the 
needle enters the aorta, a yielding sensa- 
tion much as that experienced in suba- 
rachnoid puncture will be noted. Once the 
needle is in the aorta, blood wells up 
through it in a rapid dripping. It never 
spurts. The syringe with its plastic adapt- 
er, having previously been filled to capacity 
(12 cc.), is then attached to the needle. A 
column of blood will be seen to flow into 
the plastic tubing along one side if the 
needle is properly placed. It advances in 
a retrograde, steplike manner with a clearly 
systolic rhythm. The machine is started 
and injection begun, the medium being in- 
jected in from 1.5 to 2.5 seconds. The film 
is exposed while the last 1 or 2 cc. of me- 
dium is being injected. The needle is re- 
moved quickly, the casette changed and a 
second film exposed as rapidly as possible 
to obtain the nephrogram. 

Our most satisfactory pictures have been 
made with a 500 M. A. machine equipped 
with a high-speed Bucky diaphragm, the 
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Although mortality rates for both sexes 
are similar, the incidence rates and preva- 
lence ratios for females in both cities were 
higher than those for males. It is possible 
that diagnoses such as psychoneurosis are 
more frequently mistaken as multiple scle- 
that 


sclerosis is more frequently considered as 


rosis in females or early multiple 
central nervous system syphilis in males. It 
is also possible that women seek medical 
care sooner than men do for the type of 
symptoms which occur early in the disease 
and that a higher proportion of the female 
cases were of more recent origin. 


Some clinicians, including Putnam," have 
suggested that the principal treatment of 
the disease is the migration of patients to 
warm, dry climates. However, the prelimi- 
nary analysis by life table methods of the 
data collected in New Orleans and Winnipeg 
fails to show any statistically significant 
difference in life expectancy of the patients 
in the two cities.’ This suggests that the 
remissions and exacerbations of the disease 
are equally frequent in the two areas. It 
also suggests that an endogenous mecha- 
nism rather than repeated exposure to an 
external agent is responsible for the exacer- 
bations which are so often seen. 

REFERENCES 


1 Kurland, Leo 


distribution of 


nard ‘I Phe 


multiple clerosis as 


mpueney ind 


geoxraphi 


indicated by mortality 


statistics and morbidity surveys in the United States and 
Canada. (Thesis submitted to tl School livgiene and 
Public Health, The Johns Ilopkins University in conformity 
with requirements for the Degree of Doctor Publi 
Health May 1451) 

2 Van Wart, Roy M A note on the frequency 
multiple sclerosis in Louisiana, New Orleans M. & S, J 
57: (February) 1905 

Davenport, Charles B Multiple Selerosis (dissem 
inated sclerosis) Multiple selerosis from the standpoint 
of geographic distribution and race New York Paul B 
Hoeber, 1922. pp. 8-19 

4 Steiner, Gabriel Multiple sclerosis: The etiological 
significance of the regional and occupational incidence 
J. Nerv. & Ment. Dis. SS8:42-66 (July) 1938, 

y Ulett, George Geographic distribution of multipl 
sclerosis Diseases of the Nervous System IX 342-546, 
(November) 1048 


rracy J 


6 Putnam, 


Multiple 
treatment of 
Wilkins, 


Sclerosis and the Demy 
elinating Diseases The 
Williams and 


sclerosis 


multiple 


Baltimore 150. pp. S85-594, 


7 Kurland, iT. and 
in multiple 


Westlund, K 
sclerosis, (To be 


Medicine) 


Lite 
published in the Journal of 


expectancy 


Insurance 





HARVARD—Renal Angiography 


RENAL ANGIOGRAPHY: 
SMITH-EVANS TRANSLUMBAR 
TECHNIC* 

B. M. HARVARD, M. D. 


NEW ORLEANS 


Visualization of various segments of th 
vascular tree by injection of a radio-opaqu 
medium is not new. According to Nelson 
Destot and Berard attempted it in 1896, th 
year following the introduction of roent 
genology. It remained for dos Santos an 
associates,- in 1929, to perfect a techni 
which gave impetus to such studies. Ths 
essentials of his technic are still observed 
today. 

Recent studies by Nelson,' Doss and asso 
ciates,* and Smith and Evans' have proved 
that arteriography has a real place in the 
diagnosis and treatment of diseases of the 
urinary tract. Their work, coupled with 
the studies of Melick and Vitt,° and McGuire 
and Neilson," showing that arterial puncture 
is relatively innocuous, has made the pro- 
cedure attractive to us. 

INDICATIONS FOR USE 

Renal angiography is indicated in any 
condition involving the renal vascular tree. 
It has been shown to be particularly useful 
in differentiating between cystic disease of 
the kidney characterized by avascular areas 
and renal parenchymal tumors in which the 
opposite situation—a pooling of medium— 
is present.’ It is of no value in the diagno- 
sis of renal, pelvic, or ureteral tumors.* 

We have been specially interested in renal 
angiography for preoperative evaluation of 
the hydronephrotic kidney with a view to 
determining etiology and, more important, 
the kidney’s chance of surviving a plastic 
procedure.” Our experience is yet too 
limited to estimate its value in such cases. 
The problem is, of course, to establish cri- 
teria for survival as related to the renal 
vascular pattern. Whether or not this can 
be done is open to question. At present we 
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believe that if it can be demonstrated that 
the interlobular vessels are fairly well dis- 
tributed and present in at least 50 per cent 
of their usual density the kidney has a good 
chance to survive conservative surgical pro- 
This criterion is purely arbitrary, 
and has been adopted merely as a starting 
point. 

In the preoperative study of anomalies 
the value of renal angiography cannot be 
overemphasized. The bizarre vascular pat- 
terns with anomalies 
often make the corrective operation a dif- 
ficult problem. It is, therefore, extremely 
helpful for the surgeon to know where he 
is likely to encounter trouble beforehand. 
For example, it has been shown that both 
segments of a horseshoe kidney may re- 


cedures. 


associated urologic 


ceive their blood supply from a single main 
artery.! Such knowledge would certainly 
modify one’s approach to the problem. 
Arteriography can be helpful in studying 
ectopic kidneys when surgical procedures on 
Also, the 
final definite proof of true renal agenesis 
may rest upon the angiographic picture. 
Renal atrophy, particularly as related to 
patients whose hypertension is 
thought to be of renal origin, can be evalu- 
ated by angiography. We believe that the 
absence of relative narrowing of the blood 
vessels is evidence that the Goldblatt type 
of organ not exist and cannot be 
blamed for the hypertension. This does not 
mean that a small, atrophied infected kid- 
ney should not be removed. Whether hy- 
pertension is present or not, such a kidney 
is a definite liability and should be removed. 
Masses in the upper abdominal quadrant 
may sometimes be a source of considerable 
confusion as to their origin, that is to say, 
whether or not they arise from the kidney. 
The angiogram can be of great help in this 
dilemma, often providing a definite answer. 
PROCEDURE 
The equipment we employ is that origin- 
ally advocated by Smith and Evans.’ It 
consists of a 10 ec. Sana-Lok syringe, an 8 
inch piece of plastic tubing equipped with 
luer-lok adapters at either end, and an 18 
vauge short-bevel needle 6 to 7 inches long. 
The contrast medium is 75 per cent neo- 


these organs are contemplated. 


those 


does 
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iopax. Our only substitute in the original 
material is a type of clear plastic tubing, 
which may be autoclaved, thereby reducing 
the possibility of contamination. 

The technic we employ is essentially that 
used by Smith and Evans.' The intestine 
is cleansed by means of enemas, and food 
and fluids are withheld. Atropine is the 
only medication given prior to anesthetiza- 
tion. The patient is placed prone on the 
table. A scout film is made, developed, and 
studied for success of intestinal prepara- 
tion and position on the table. The back is 
cleansed with antiseptics and draped. The 
patient is anesthetized with sodium pento- 
thal, and the needle is inserted from a point 
about 1 cm. below the left twelfth rib and 8 
cm. from the midline superiorly, medially 
and ventrally, until it strikes the body of the 
tweifth thoracic vertebra. It is then with- 
drawn about 3 em., redirected slightly up- 
ward more ventrally, and ‘“stepped- 
down” in this fashion until it passes the an- 
terior left edge of the vertebral body. The 
stylet is removed and the needle advanced 
an additional 0.5 to 1 cm. until it enters the 
aorta. 


and 


Just before this the operator may 
experience a definite pulsation. As the 
needle enters the aorta, a yielding sensa- 
tion much as that experienced in 
rachnoid puncture will be noted. Once the 
needle is in the aorta, blood wells up 
through it in a rapid dripping. It 
spurts. 


suba- 


never 
The syringe with its plastic adapt- 
er, having previously been filled to capacity 
(12 cc.), is then attached to the needle. A 
column of blood will be seen to flow into 
the plastic tubing along one side if the 
needle is properly placed. It advances in 
a retrograde, steplike manner with a clearly 
systolic rhythm. The machine is started 
and injection begun, the medium being in- 
jected in from 1.5 to 2.5 seconds. The film 
is exposed while the last 1 or 2 cc. of me- 
dium is being injected. The needle is re- 
moved quickly, the casette changed and a 
second film exposed as rapidly as possible 
to obtain the nephrogram. 

Our most satisfactory pictures have been 
made with a 500 M. A. machine equipped 
with a high-speed Bucky diaphragm, the 
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film being exposed for 0.2 second. Those 
angiograms we have made with the high 
speed rotary casettes, such as are used in 
sardiac angiography, have not proved satis- 
factory because of blurring and lack of de- 
tail. This is unfortunate because the serial 
study so produced would obviously provide 
more information than could be gained 
from a single exposure. 
CONTRAINDICATIONS 

Our only contraindications to renal an- 
giography are sensitivity to iodine, uremia, 
and anatomic considerations, such as pro- 
nounced obesity. We have not attempted 
aortic puncture by this technic in children 
because in them the aorta is small and lo- 
cated too far medially to be punctured by a 
needle approaching from such an acute 
angle.', ° 

-atients tolerate renal angiography well. 
There is little or no discomfort upon awak- 
ening. Abdominal cramps, mild shoulder 
pain due to diaphragmatic irritation, or 
tenderness at the site of injection may be 
experienced but these usually have disap- 
peared by the next day. Few require any- 
thing more than mild sedation. 

We have had no deaths although two 
deaths have been reported in the literature. 
These occurred prior to development of our 
present radio-opaque media and were the 
result of massive mesenteric thromboses 
secondary to spasm of the mesenteric 
vessels.*:'!” We have injected the mesenterics 
many times in our current study and have 
yet to encounter any complications more 
serious than transitory cramping of the ab- 
domen. 

There have been no instances of serious 
bleeding in our series. Careful examination 
of the aorta at operation a few hours later 
has revealed at most a small localized hema- 
toma of no importance. This has been the 
experience of others! who have larger 
series of cases than ours. 

Poor technic accounts for the majority 
of unsatisfactory angiograms. A _ poorly 
placed needle may result in extra-aortic or 
intramural injection of the medium. Aside 
from an unsatisfactory angiogram such an 
injection has little noticeable effect upon 
the patient. The dye is absorbed in a very 


‘nal conditions, J. 
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short while. On several occasions we have 
kept the patient asleep, developed the filnis 
and finding them unsatisfactory, repeated 
the puncture and injection all within a mat- 
ter of minutes. We have noted no clinica] 
difference in those patients receiving a 
double injection and in those receiving a 
single injection. Unless an obviously satis- 
factory puncture has been obtained, we be- 
lieve the films should be developed and 
their quality determined before the patient 
is permitted to awaken, and if necessary a 
second attempt may be made with little fear 
of untoward reaction. 

Still another difficulty of this procedure 
against which we are powerless is that not 
infrequently other vessels overlie the renal 
pattern and make interpretation difficult 
or impossible. 

CONCLUSION 

In conclusion, we believe that renal an- 
giography is of definite value. Several years 
of applying it diligently to all types of uro- 
logic problems will be required before defi- 
nite criteria can be established. Once 
these are attained the procedure will be- 
come a commonly used clinical adjunct. 
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experimental study, 
DISCUSSION 

Dr. Edgar Burns (New Orleans): Our interest 
in renal angiography was stimulated by a feeling of 
need of more information regarding a number of 
renal lesions than is obtainable from the ordinary 
urographic studies. Through the efforts of dos 
Santos, Nelson, Doss, Smith, and others, the tech- 
nic of renal angiography has been simplified to the 
point of making it a safe and practical procedure. 
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Qur experience with it has been of tremendous 
practical value. On a number of occasions we have 
been able to establish a definite diagnosis between 
enal cyst and tumor as the cause of a space occu- 
pying mass in the renal cortex. On a few occa- 

ns we have been able to make a diagnosis of a 
small tumor on the renal cortex as the cause of 
hematuria which had not reached sufficient size to 
disturb the normal appearance of the urogram. If 
the diagnostic value of the procedure stopped at 
this point, we would feel that our efforts to investi- 
gate the procedure and develop the technic of ap- 
plication would have been entirely justified. Its 
value, however, extends to a number of other renal 


lesions. 


In advanced hydronephrosis, where an attempt is 
being made to determine whether or not the kidney 
has any salvage value, the ordinary differential 
function tests do not 


renal always provide the 


answer in borderline cases. If this is supple- 
mented by a study of the renal circulation as out- 
lined in the angiogram, one is in a better position 
to determine whether a plastic operation may be 
performed with the reasonable assurance that the 
kidney will maintain some functional value or 
whether nephrectomy is a more sensible procedure. 
In dealing with bilateral hydronephrosis, this be- 


comes increasingly important. 

Of equal value is the information obtained re- 
renal 
With 


quite certain that one can determine with a fair 


garding unilateral disease as it relates to 


hypertension. sufficient experience I am 


degree of accuracy whether or not removal of an 
atrophic kidney may be expected to influence the 
level of the individual’s hypertension. In dealing 
with duplicated kidneys, where one segment of the 
kidney is diseased, a study of the circulation as 
outlined by renal angiography will enable one to 
determine whether or not the diseased portion can 
be removed without compromising the circulation 


to the undiseased segment. 


The information regarding aberrant arteries, dif- 
ferentiation between renal and extrarenal masses, 
hypoplasia, and agenesis has been described, as 
well as its value in vascular conditions of the 
plenic, hepatic, gastric, aortic, renal, iliac, and 
even femoral and popliteal arteries. The ease and 
relative safety with which renal angiography can 
be applied serve to recommend it as a method of 
obtaining finer grades of diagnostic information 
regarding a variety of renal, as well as extrarenal, 
lesions. 
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The purpose of this paper is to empha- 
size the various pitfalls in the management 
of some skin diseases. ‘First, do no harm” 
is a wise axiom. In order that we do no 
harm we must recognize certain disease en- 
tities, and also, the dangers in certain mo- 
dalities of therapy. The physician who un- 
dertakes the treatment of skin diseases 
must be aware of the fact that an error in 
diagnosis or lack of a diagnosis may be of 
grave significance. Recently, a_ physi- 
cian’s wife developed a few erythematous 
patches on her face. Her husband decided 
to try treatments of ultraviolet exposures. 
In a few weeks she was dead,—the diagno- 
sis: disseminated lupus erythematosus. 

IRRADIATION 

It must be remembered that dissemina- 
tion may result from exposure to sunlight or 
ultraviolet irradiation but photo sensitiza- 
tion would seem to be a feature of the dis- 
ease rather than its cause. Lupus erythema- 
tosus must be recognized in its earliest 
stage in order to avoid unfortunate occur- 
ances such as that just related. The early 
lesion consists of one or several small, 
slightly elevated erythematous macules with 
a yellowish or grayish, sometimes greasy 
scale. The lesions are oval or rounded and 
occur frequently over the nose, cheeks, in- 
side the ears, and on the scalp. Closer ex- 
amination of the individual lesions will re- 
veal a dilatation of the follicular openings. 
Whenever lesions resembling the above de- 
scription are seen it is imperative that any 
type of radiation, including ultraviolet, in- 
fra-red, and superficial roentgen irradia- 
tions be avoided. 

In addition to lupus erythematosus, the 
same principles apply to other diseases in 
which light plays a part. 


These diseases 
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are: Hydroa vacciniforme or porphyria, 
vitamin deficiency states, such as pellagra, 
urticaria solare, and photodermatitis from 
contact with various substances such as ber- 
lock dermatitis and meadow grass dermati- 
tis. Prolonged exposure to sunlight may 
also be a factor in the development of ma- 
lignant lesions, including epitheliomata and 
Therefore, before 
we institute any form of phototherapy be 
sure that the disease does not belong in the 
group of photosensitizing conditions. 


xeroderma pigmentosa. 


Another group of conditions in which 
there lies a danger in therapy is that group 
where roentgen irradiation is of benefit 
and the condition is chronic and recurrent. 
An excellent example of this group is pso- 
riasis. As a rule the diagnosis of psoriasis 
offers no great difficulty. The typical le- 
sions consist of oval or rounded erythema- 
tous lesions with silvery scales which when 
removed pin-point hemor- 
rhages. The distribution is characteristic, 
namely, extensor surfaces of the elbows 


leave areas of 


and knees, sacral regions, and scalp mar- 
gins. The danger in treatment exists in 
that frequently patients seek x-ray therapy 
after having received a maximum number 
of exposures. In some cases the patient 
does not realize the importance of limiting 
the total amount of exposure regardless of 
how many years ago the previous treatment 
was given. Recently a patient came in seek- 
ing a few x-ray treatments for his chronic 
He stated that x-ray was the 
only form of treatment that helped him and 
every Thanksgiving day he comes in to New 
Orleans for the racing season and gets a few 
treatments. This is the type of case where 
caution must be exercised, so that we do 
not exceed the safe limit of total dose of 
irradiation. Although x-ray therapy in 
conjunction with the indicated topical meas- 
ures is unquestionably efficacious in many 
skin conditions there are some diseases in 
which roentgen irradiation 
cated. 


psoriasis. 


is contraindi- 
These are lupus erythematosus, lu- 
pus vulgaris, photosensitivity, senile skins, 
moles, nevi, and dermatoses that have a 
strong tendency to recur in the same site. 
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ARSENICALS 
There is a danger in the use of ionorganic 
and pentavalent forms of arsenic in that 
many cases develop arsenical keratoses. 
About 20 per cent of these cases progress 
to definite epitheliomata even if arsenic 
discontinued. The use or arsenicals is not 
as popular now as in days gone by; how- 
ever, these preparations are still in use. 
Some of the conditions in which arsenica! 
were used are psoriasis, dermatitis herpeti- 
formis, eczema, lichen planus, pernicious 
anemia, migraine, and epilepsy. Many pa- 
tients continue the use of arsenical prepa- 
rations, especially Fowler’s solution, over 
many years either with or without medica! 
consultation. 
RECOGNITION OF SKIN CANCERS 
In spite of the fact that so much has ap- 
peared in the newspapers, magazines, and 
other nonmedical literature, as well as in 
medical literature, concerning the early 
recognition of skin cancers, it seems that 
some physicians do not realize the signifi- 
cance of an elevated, indurated, papular le- 
sion, usually having rolled borders 
sometimes showing a necrotic center. 


J 


and 
Any 
lesion of this description which does not 
heal in a few weeks should be considered as 
a possible malignancy and proper diagnos- 
tic and therapeutic measures instituted. 
OVERTREATMENT 

One of the most frequent errors in man- 
agement of the average skin condition is 
overtreatment. Many physicians feel that 
no matter what the nature of the skin con- 
dition some ointment is bound to effect a 
cure. Certainly a survey of the advertise- 
ments and literature in the medical journals 
would tend to substantiate this belief. How- 
ever, much harm can be done by strong oint- 
ments and greases. Any acute condition 
exhibiting predominantly redness, tender- 
ness, and sometimes vesiculation and weep- 
ing should be treated by wet dressings alone 
and later lotions added. The use of oint- 
ments is generally reserved for the more 
chronic conditions. This may sound very 
simple and logical but it is a common pitfall 
in the management of common skin condi- 
tions. 

AXIOMS FOR TREATMENT 
The following brief axioms may be of 
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service to anyone undertaking the treat- 
ment of skin conditions: 

In severe refractory, recurrent, scaly or 
pustular eruptions of the hands and feet, 
look for foci of infection between the toes, 
in the tonsils and teeth or even the prostate 
or cervix. Correct these foci if at all pos- 
sible. Many of these cases come in with 
secondary infection which must be cleared 
up first and then etiological factors consid- 
temember that ringworm of the 
hands is relatively rare; whereas dermato- 
phytid secondary to ringworm of the feet is 
Eczematous eruptions of the 
hands are much more commonly due to con- 
tact dermatitis, pompholyx, impetigo, or 


scabies. 


ered. 


common. 


Avoid a quick diagnosis of ringworm of 
the feet. Many cases are really eczematoid 
dermatitis. 
fection. 


Always look for secondary in- 


Any chronic ulcer should be studied—cul- 
turally, histologically, and serologically. 

In all papular dermatoses take a servlogi- 
cal test for syphilis. 

In any generalized inflammatory nodular 
eruption suspect a general infection except 
if it be an obvious drug allergy. 
plete study, including hematology and se- 
rology. 


Do a com- 


In eczematous eruptions or pyodermias 
of the back of neck, ears and back of ears, 
think of pediculi capitis and look for lice or 
nits. 


Herpetic lesions of the genitals, lips, and 
other mucous membranes should be exam- 
ined repeatedly by darkfield and serological 
methods. Skin tests will aid in ruling out 
chancroid, lymphopathia venereum, and di- 
rect smear will aid in ruling out granuloma 
inguinale. Scabies must also be considered. 


Herpes zoster is usually easy to diagnose. 
The grouped unilateral vesicles on an ery- 
thematous base, often preceded by pain, 
form a characteristic picture. The visceral 
and general complications and neuralgias 
are usually more important than the cutane- 
ous lesions. Herpes zoster is not uncom- 
mon in the leukemias and other blood dys- 


crasias, in poisoning by heavy metals such 
as arsenicals, and in syphilis (tabes). It also 
occurs following trauma and is sometimes 
associated with Hodgkins’ disease and vis- 
ceral malignant tumors. All of these under- 
lying factors must be considered in herpes 
zoster. 
HISTOPATITOLOGICAL PITFALLS 

The remainder of this paper will be de- 
voted to the histopathological pitfalls. Some 
of the common errors in pathologic diagno- 
sis include: 

1. Diagnosing a junction nevus as a ma- 
lignant melanoma because of a_ pleomor- 
phism of the nuclei, pigment production and 
minimal mitotic activity near the basal 
layer of the epidermis. The age of the pa- 
tient is important because of the occurrence 
of juvenile before puberty. 
These will appear malignant histologically 
but are really benign and do not produce 
metastatic spread. This tumor de- 
scribed by Sophie Spitz in 1948. Of course, 
the prognosis in both junction nevi and ju- 
venile melanoma should be somewhat guard- 
ed because of possible error in the interpre- 
tation. Obviously there is need for more 
information regarding the biologic behavior 
of these lesions. 


melanomas 


Was 


2. Insect bites can be erroneously called 
mycosis fungoides, Hodgkin’s, or even very 
easily squamous carcinoma because of the 
multiple types of cells which follow tick 
bites, and sometimes roach bug, and occas- 
ionally mosquito bites. Eosinophilic, lym- 
phocytic, plasma cell and sometimes foreign 
body giant cell infiltration occur commonly. 


3. Nevus pigmentosus lesions vary mod- 
erately in their histology and are rarely 
misinterpreted as melanomas. 


4. Fibromas, dermatofibroma, or histio- 
cytoma sometimes are extremely cellular, 
are encapsulated, slightly pleomorphic, and 
might possibly be called a low grade fibro- 
sarcoma. However, this mistake does not 
seem likely or common. 


5. Lichen planus can be confused with 
senile keratosis unless the location and du- 
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ration are known. However, the clinical 
picture very easily clarifies this problem. 

6. Granuloma pyogenicum can be con- 
fused with hemangio-endothelioma unless 
the clinical history is available because ca- 
pillary and fibroblastic proliferation is 
sometimes very excessive. 

7. Seborrheic keratosis can easily be 
confused with certain types of basal cell 
carcinoma. However, the superficial loca- 
tion, well differentiated squamous epitheli- 
um, relative absence of chronic inflamma- 
tory reaction, and formation of simple kera- 
tin masses or cysts near the surface of the 
lesion helps to differentiate the two tumors. 
The location of the lesion is also important. 


‘ 


8. Bowen’s disease of the skin is a “pre- 
invasive” type of intraepithelial squamous 
carcinoma; however, typical ‘“‘Bowen’s” 
type cells are present and help in proper 
classification. 

9. Sweat gland adenoma could possibly 
be confused with metastatic adenocarci- 
noma of the skin, but the presence of myo- 
epithelial cells aids greatly in proper classi- 
fication. 

10. Leiomyoma may be called neuroma 
or fibroma but differential stains for mus- 
cle tissue solve this classification easily. 

SUMMARY 


We have attempted to point out a few 
things to be kept in mind as we attempt the 
proper management of some skin conditions 
as well as the proper interpretations of our 
histopathological reports. Of course, there 
are many other conditions in which caution 
is necessary both in management and in 
biopsy diagnosis; however, it is hoped that 
these few considerations may be of some 
service to the practicing physician. 
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THE PROBLEM OF THE CONSTITU- 
TIONAL PSYCHOPATH WITH CRIM!- 
NAL TENDENCIES AND THE NE 
CESSITY OF MORE FLEXIBLE 
LAWS GOVERNING EXPERT 
TESTIMONY IN SUCH 
CASES* 


E. M. ROBARDS, M. D.7+ 


JACKSON, LOUISIANA 


Man’s desire to possess that which is for- 
bidden began in the Garden of Eden. A 
struggle between the forces of righteous- 
ness versus evil has continued throughout 
the ages. Moses presented man with Ten 
Laws, which were to be his rule and guide. 
Many have violated them, but no man has 
ever been able to amend them. Society 
must continue to accept them as is if our 
civilization is to survive. 

He, the Great Physician, who gave His 
life that we may have a better understand- 
ing, is the only one who has had an infinite 
knowledge of Man’s conduct and behavior 
in all its phases. 

Lack of sympathetic understanding of 
our neighbor’s difficulty reflects itself in 
the public’s minor concern in the care of 
the mentally ill in State Hospitals in gen- 
eral. Apparently one of the major conduct 
and behavior problems is presented by that 
individual who has some type of mental de- 
rangement which constitutes pseudo-patho- 
logic behavior. His mental faculties appear 
to have sustained little or no injury, while 
the disorder is manifested principally or 
alone in the state of the feelings, temper or 
habits. He is neither psychotic, epileptic, 
psychoneurotic nor mentally defective; 
nevertheless, at some time or other he is ut- 
terly unable to adjust to society’s require- 
ments due to his specific pattern that cannot 
be changed anymore than the leopard’s 
spots. Such an individual is referred to as a 
psychopath. His peculiar conduct is not par- 
ticularly obvious to society until he estab- 
lishes his identity with some crime varying 
from a misdemeanor to some horrible sex 


*Read before the Southern Psychiatric Associa- 
tion Convention held in Dallas, Texas, December 
6, 1948. 
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crime or murder. It is rather generally 
accepted that approximately 15 per cent 
of the inmates of state penal institutions 
are psychopaths in some phase or other. 
It, therefore, becomes the responsibility of 
someone to determine his part in the crime 
statistics which Mr. Edgar Hoover of the 
F. B. I. prepared and which to me are 
rather startling. 

Since 1930, when the F. B. I. began uni- 
form recording of all crimes, the increase 
in crimes had never been such as in 1945. 
I briefly quote in part: One major offense 
every twenty seconds; someone slain or 
feloniously assaulted every six minutes. 
The Bureau of Crimes estimates: 1,565,000 
major crimes; 12,000 murders; 59,800 ag- 
gravated assaults; 240,000 automobile 
thefts; 300,000 burglaries; 850,000 larceny 
These figures are taken from an 
estimated population of 65,800,000. 

The crime wave of 1945 was dominated, 
as in previous years, by individuals 17 
years of age and persons of 18 years were 
second. Arrests of males increased 10 per 
cent in 1945, although arrests of girls over 
21 declined 10 per cent; however, the figure 
was still 109 per cent over 1943. 


cases. 


With reference to this, there is hardly a 
day when some one fails to read some hor- 
rible account such as the following: 

Male baby-sitter, 22, murders 2-year-old 
infant entrusted to his care. 

Girl teen-agers amuse themselves throw- 
ing switches and watching the wreck for 
the thrill of it. 

Convict trusty, female impersonator, 
criminally assaults, brutally murders, muti- 
lates body of wife of official of state penal 
farm where inmate was a trusty. 

The above cases were noted in news items 
during October 1948. 

If the psychiatrist can refer to the psy- 
chopath as a pathologic liar as a result of 
his careless handling of the truth when it is 
most expedient for his plans, why not in- 
clude his criminal projections as psycho- 
pathologic reactions when his judgment 
becomes subservient to a psycho-sexual urge 
and under stress he commits a crime (for 
which we know he is not responsible) and 
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becomes a candidate for capital punish- 
ment? The psychiatrist, who is legally dis- 
armed by laws limiting his expert testi- 
mony, may morally feel that due to lack of 
legal classification he becomes a party to 
the penalty resulting in the accused being 
sent to the gallows or electric chair. The 
psychiatrist knows the individual is mental- 
ly ill but he is legally unclassified. 

I briefly refer to a case of the typical ju- 
venile delinquent who has grown up as a so- 
cial and economic maladjuster. His actions 
became such that it became necessary for 
him to be placed in a psychopathic hospital 
on several occasions. Following his release 
his adjustment was only fair when he com- 
mitted his most serious and last crime, that 
of murder. In a certain large city he met 
his employer, murdered him, and returned 
to his hometown in his employer’s automo- 
bile. He was arrested and returned to the 
site of his crime. In spite of the history in 
the case and having been at one time con- 
fined to a psychopathic hospital he was 
sent to trial. The verdict was guilty as 
charged, and with capital punishment, the 
mandate of the law was carried out. 

Another case is that of a white male, age 
22, foreign birth. Physical, blood and 
spinal fluid examinations in normal limits. 
Father and mother separated when he was 
four years old and he was reared by his 
grandparents until he was 16. He stated 
that his grandmother brought him up as a 
girl and admits he preferred playing with 
girls. First sexual experience at age of 15 
terminated by choking the girl. His life 
from that time, when he joined the Cana- 
dian Army, was one of continual maladjust- 
ment in which there were abnormal sex ex- 
periences. During the War he served over- 
seas and had similar experiences to that 
which I have referred, always choking and 
beating the woman involved, and was con- 
tinually in and out of the guardhouse as a 
result of his conduct. He was returned 
home and then placed in a psychopathic hos- 
pital in Canada. After his discharge, he 
joined the Merchant Marines, had a com- 
mon-law wife, and admitted choking her 
several times, whenever they had sex ex- 
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periences. He came to Baton Rouge on 
January 25, 1945. While on leave he met 
a girl in a night club, had several drinks, 
left with her in a taxi, criminally assaulted, 
choked and mutilated her to such an extent 
that is was questionable whether she would 
survive. He was arrested and committed 
to the Criminal Department of East Louis- 
iana State Hospital. Observation report: 
This patient gives history of abnormal sex- 
tendencies since early childhood and asserts 
that he is unable to determine his own sex 
under stress. This is the basis he gives for 
his sadistic tendencies. His mental illness 
chiefly involves his judgment and ethics. 
In the legal sense of the word he was not 
insane and we believed him capable of as- 
sisting his attorney in conducting his de- 
fense; that he did know right from wrong 
but under stress was unable to determine 
right from wrong. He was brought to trial 
for a capital offense. During the trial, as 
one of the commission, I was advised by the 
State Attorney to strictly abide by the facts 
which determined the man’s competency 
now and at commission of the alleged crime 
and by his capability of assisting in his own 
defense. I steadfastly contended (in spite 
of possible contempt of Court proceedings 
against me) that the accused was emotion- 
ally and voluntarily incapable (due to his 
personality pattern) of choosing right from 
wrong under Verdict: Guilty as 
charged, which carries capital punishment, 
but the Judge in this case recommended life 
imprisonment. 


stress. 


PROPOSED LAW RELATIVE TO 
LEGAL TESTIMONY 
Permitting the psychiatrist, who is re- 
quired to give expert testimony in Court, 
to amplify his answers to questions when 
he considers the accused to be a criminal 
psychopath with homocidal and sex mani- 
acal tendencies. Stating these individuals 
may or may not be insane but are mentally 
irresponsible under stress and may commit 
murder or violent sex crimes as a result of 
being emotionally and volutionally inca- 
pable of making adjustments to the normal 
standards of society as a result of intellec- 
tual, emotional or social personality defects 
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which may be inherited, congenital or ac- 
quired in life. Such 
should be institutionalized and not subjected 


early individuals 
to capital punishment ‘if found guilty. 

This Act is not intended to supersede thx 
present law governing expert testimony in 
the determination of sanity or insanity in 
criminal cases but to become a part of the 
law. 

Below are submitted some recommenda- 
tions which I hope to see put into effect in 
Louisiana: 

1. Increase in number of mental hygiene 
clinics and classes, both rural and metro- 
politan. 

2. Establishment of a closer relationship 
between State Hospitals and mental hy- 
giene clinics which are serving a most use- 
ful purpose. 

3. Psychiatric training for Public Health 
nurses with particular reference to the cor- 
rect approach to the child’s parents as well 
as to the child. 

4. Enlightenment and enlistment of sup- 
port of press and various Civic organiza- 
tions in this program. 

5. A division of mental hygiene with a 
psychiatrist and psychologist who have the 
duty of compiling records of psychopaths 
who come into contact with either law en- 
forcement, social security or other public 
agencies. The records of these agencies 
insofar as case histories and allied docu- 
ments are concerned should be open to the 
Department of Mental Hygiene for periodic 
inspection. The _ psychiatrist’s training 
would enable him to note prodromal psy- 
chopathic behavior which may not be recog- 
nized by the particular agency handling the 
case. The Mental Hygiene Bureau should 
keep files alphabetically and by counties (or 
parishes) on such cases where persons are 
apprehended on charges involving penal 
servitude, the prosecuting attorney should 
be required to notify the Bureau before the 
imposition of the sentence. (B. F. Krebs) 
If the subject is convicted, a transcript of 
this record should be attached to his com- 
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mitment to the penal institution and may 6. Construction of psychopathic wards 


be supplemented by further study. This with qualified psychiatrists and psycholo- 
ould be attached to his Application of gists, plus trained personnel, in all penal 
irdon and presented with it to the Parole’ institutions with the hope that a separate 
Board who will have some idea of his fu- and distinct institution for his care will de- 


‘ 
re conduct. t. velop. 
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OFFICERS OF THE LOUISIANA 
STATE MEDICAL SOCIETY 
FOR THE YEAR 


At the Annual Meeting of the Louisiana 
State Medical Society at Shreveport, in 
April 1952, officers were selected for the 
coming year, and the House of Delegates 
is to be congratulated on its care and wis- 
dom in their choice. 

Dr. William Everett Barker, Jr. of Pla- 
quemine, becomes President. Dr. Barker 
was graduated from Tulane University in 
1917, interned at Charity Hospital, and 
served as an officer in the Medical Corps 


Editorial 


in World War I. He has been active in th: 
interests of organized medicine in his loc: 
Society for many years, and has also been 
President of his local society, a member of 
the House of Delegates, and Councilor from 
his District. He has found time to serve 
as a public citizen, and at the same time 
he has been doing a large general practice 
in surgery for the past thirty years. He 
is a Fellow of the American College of Sur- 
geons, and brings to the office of President 
a maturity of judgment, and ripe experi- 
ence, which have long commended him to his 
fellow workers in the profession, and which 
now give great assistance in meeting the 
problems which medicine faces from a pro- 
fessional and from an economic standpoint 
in the years just ahead. 

The President Elect, Dr. Philip H. Jones, 
is sufficiently well known to the readers of 
this column. 

The First Vice President is Dr. Ralph H. 
Riggs of Shreveport, an eminent specialist 
in the field of ear, nose, and throat, and a 
physician who has been long active in the 
interests of organized medicine in Shreve- 
port. 

The Second Vice President is Dr. T. F. 
Kirn of New Orleans. Dr. Kirn has been 
prominent in the general practice move- 
ment and has long been active in the field 
of organized medicine, and as a public citi- 
zen. His friends know him as an ardent 
supporter of the rights of the physician. 

The Third Vice President, Dr. D. J. Four- 
rier of Baton Rouge, has taken a lead there 
in the efforts of the local Society to combat 
State Medicine. He will contribute a fresh 
viewpoint and a youthful and active spirit 
in the Executive Committee. 


The Chairman of the House of Delegates 
is again Dr. Andrew V. Friedrichs. The 
members of the Society, and particularly 
the House of Delegates, know him for his 
many years of service to both the Orleans 
Parish and the Louisiana State Medical 
Societies, and for his years of capable pre- 
siding over the House of Delegates. With 
his decisive and considered handling, the 
House of Delegates each year is able to do 
in a day and a half what would require 


— cd 
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many days for other bodies. He is again 
welcomed into his previous position. 

The Vice Chairman of the House of Dele- 
gates is Dr. Sam Kerlin of Shreveport, who 
has long been active in the field of organ- 
ized medicine there, and who brings a 
breadth of experience and a broad knowl- 
edge of medicine to the assistance of the 
House. He is a well known internist in his 
local community, and highly regarded by 
his fellow practitioners over the State. 

Dr. C. G. Cole was elected Secretary- 
Treasurer for another period of five years. 
It is particularly fortunate that the Society 
will continue to have the benefit of his serv- 
ices at this time. His broad experience and 
wide contact with both the professional and 
legislative aspects of medicine make him 
most valuable in this position. 

The Council, in the coming year, remains 
the same. At the present time, this is a 
fortunate event because the work of the 
Council has increased and much responsi- 
bility rests upon it. Men with mature judg- 
ment are valuable there. The Council acts 
as a judiciary body, and as a clearing house 
for complaints and conflicts. It has long 
been accustomed to meeting the so-called 
grievances that come between the members 
of the profession and between the profes- 
sion and the public. It was functioning in 
this capacity before the present trend to- 
wards a special committee for the handling 
of grievances. The Council is to be com- 
mended for its efforts along these lines in 
recent years, and the Society is fortunate 
in that its membership remains unchanged 
this year with the prospect of such heavy 
work before it. 
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The Society as a whole is fortunate in its 
choice of officers for the coming year. It is 
a source of satisfaction that its affairs have 
continued to be handled in a suitable man- 
ner in such crucial times. 


(). 
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CHANGE IN THE NAME OF THE 
NEW ORLEANS MEDICAL & 
SURGICAL JOURNAL 


The name -of the New Orleans Medical 
& Surgical Journal will be changed in the 
issue of January 1953. The name will be 
The Journal of the Louisiana State Medical 
Society. 

The decision to make this the name of 
our Journal was reached after some discus- 
sion over a period of years. It was influ- 
enced by various considerations. 

The medical profession of this State is 
proud of its heritage and of the Journal 
which has borne its present name since 
1844. The place of New Orleans in medical 
history has been properly displayed there. 
The Journal is one of the oldest medical 
publications in the English language. It is 
also well understood that some degree of 
inconvenience is attendant upon the change 
of the name of any established publication. 

On the other hand, it is felt that at the 
present time it is wise to use a name which 
is representative of the entire profession 
of the State, which is uniform with that of 
our sister states, which presents the Jour- 
nal clearly to the advertising world as one 
of statewide distribution. As a part of the 
mechanics of this transition, Volume 104 
will terminate in the December 1952 issue 
and Volume 105 will begin in the January 
1953 issue. 








ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


1952 ANNUAL MEETING 
More than five hundred doctors attended 
the 1952 Annual Meeting which was held 
in Shreveport April 28-30. In addition 74 
representatives of commercial companies 


were present to handle exhibits during the 
meeting. It is felt that this is a registration 
of which to be proud and it certainly ex- 
ceeds previous meetings held out of New 
Orleans. Not only did members of the So- 
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ciety register in large numbers at the meet- 
ing but a great deal of interest was dis- 
played in the scientific program, the ses- 
sions of the House of Delegates, scientific 
and technical exhibits, and social activities 
the of Shreveport. 
These doctors are indeed to be commended 
on the excellent arrangements made and 
the interest shown in all details in connec- 
tion with the meeting. All difficulties en- 
countered were met and conquered in a 


arranged by doctors 


manner satisfactory to all concerned. 
Following is report of the Committee 
on Resolutions, presented to the House of 
Delegates and officially approved on the 
last day of the meeting. This indicates the 
many persons to whom the Society is in- 
debted for a 
meeting. 


successful and interesting 

For information of the members of the 
Society an abstract of the minutes of the 
sessions of the House of Delegates will be 
published in the next issue of the Journal, 
and in accordance with the By-Laws, the 
report of the Committee on Medical De- 
fense, which was accepted by the House of 
Delegates, is printed below. 


COMMITTEE ON RESOLUTIONS 
At the conclusion of a most successful, 
interesting and enjoyable annual session, 
it is the wish of the Committee on Resolu- 
tions to express thanks to the following in- 
dividuals and groups who have assisted in 
arranging and the 
meeting. 


handling details for 

Of first importance is Dr. Ralph H. Riggs 
of Shreveport, who served as General Chair- 
man of the Committee on Arrangements; 
chairmen of subcommittees on arrange- 
ments; and all officers and members of 
the Shreveport Medical Society. 

Mayor Clyde E. Fant, who welcomed the 
Society on behalf of the City of Shreve- 
port. 

The Shreveport Chamber of Commerce, 
which furnished secretarial assistance and 
supplies in connection with registration of 
doctors. 

The 
Youree 


management of 
Hotel, 


the Washington- 
which has 


cooperated in 
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furnishing adequate facilities for variois 
sessions of the convention as well as 
commodations for many of the membe 
in attendance and also other hotels ani 
tourist courts which have cooperated in t! 
regard. 


Reverend Louis J. Bristow, who present 
ed an inspiring address at the Openi 
Meeting of the Society. 

Mr. Aubrey D. Gates, Field Directo: 
AMA Council on Rural Health, who ad 
dressed the first session of the House ot 
Deiegates and also the Conference of Se: 
retaries of Component Societies. 

Other out-of-state guests and members 
who participated in the Scientific Progran 

Shreveport newspapers and radio sta 
tions which gave generous publicity prior 
to and during the meeting. 

Technical exhibitors and advertisers in 
the program for the meeting, without whom 
an annual meeting could not be held. 

Doctors who prepared instructive and in- 
teresting scientific exhibits. 

Dr. Roy B. Harrison, Secretary of the 
State Board of Medical Examiners, for his 
informative report. 

The Woman’s Auxiliary of the State So- 
ciety and particularly the Shreveport mem- 
of this group who have assisted in 
arrangements. 

Dr. A. V. Friedrichs, Chairman of the 
House of Delegates, for his efficient han- 
dling of details considered by the House. 

Dr. C. Grenes Cole, Secretary-Treasurer, 
and secretaries of his office for valuable 
assistance and advice rendered prior to and 
during the meeting. 

All other officers and members who have 
contributed to the success of the meeting 
by their presence and participation. 


bers 


RECOMMENDATION 
It is recommended that a copy of this 
report be incorporated in the minutes of 
this meeting, published in the New Orleans 
Medical and Surgical Journal and 
to the press. 
T. F. Kirn, M.D. 
J. E. Knighton, M.D. 
Moss M. Bannerman, M.D., Chairman 


given 
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COMMITTEE ON MEDICAL DEFENSE 

During the past year the Medical De- 
fense Committee has been called upon to 
approve settlement of two cases. One 
these was against a New Orleans doctor, 
whose case was submitted to the Commit- 
tee in 1950 and the other was against a 
doctor of Alexandria, the case having been 
submitted in the spring of 1951. After 
thorough investigation by the attorney for 
the Society he recommended settlement and 
this was approved by the Committee. 

A new case against a New Orleans doctor 
was referred to the Committee in July of 
ast vear. The full report of the case was 
onsidered and defense approved by the 
ommittee and the attorney so advised. The 
ase is still pending and there is no in- 
formation at this time as to disposition of 


i+ 
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The funds in the Medical Defense ac- 
count of the Society have increased due 
to per capita appropriation from the gen- 
eral fund and income from investments. 
There is, however, increase in expenditure 
due to increase in the annual retainer fee 
paid the attorney in accordance with ac- 
tion of the House of Delegates at the 1951 
meeting. 

In compliance with the wishes of the 
House of Delegates the Committee, with as- 
sistance of the attorney for the State So- 
ciety, prepared and submitted to the Execu- 
tive Committee a complete revision of Chap- 
ter X of the By-Laws, which revision w.2s 
approved by the Executive Committee. Ap- 
propriate amendments to the By-Laws will 
therefore be presented to the House of Del- 
egates at the 1952 meeting. 

C. B. Erickson, M.D., Chairman 
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LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 


PARISH AND DISTRICT 


MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 
EDITORIAL ASSISTANTS—COLLABORATORS Valleys. Lilly representatives in a dozen states, 


A clearinghouse service on competent editorial 
assistants or collaborators to assist in the prep- 
of papers for meetings, publication or 
clinical demonstrations is being established. Tech- 
nicians qualified to assist in editing explanatory 
or sound tract material in conjunction with pro- 

ssional motion pictures are included. Informa- 
tion will be available to all members of the medical 
profession on request. 

Please assist this NEW service by forwarding 
names and addresses of qualified collaborators to 
Academy-International of Medicine, 214 West Sixth 
St., Topeka, Kansas. 


aration 


ELI LILLY AND COMPANY AIDS FLOOD 


VICTIMS 
Eli Lilly and Company, in accordance with its 
long-established policy, is replacing all Lilly pro- 
ducts in pharmacies and hospitals ravaged by 
flood in the Missouri and Mississippi River 


from Montana to Missouri, have been directed to 
make the replacement of Lilly 
pharmaceuticals and biologicals their first order 
of business. Eli Lilly and Company has been re- 


flood-damaged 


placing stocks damaged by uninsurable hazards as 
far back as the 1906 San Francisco disaster. 


URGES SELF-EMPLOYED SET 
UP OWN PENSION PLANS 

The self-employed, especially professional men 
such as doctors and lawyers, should be permitted 
to exclude certain portions of their earned income 
from federal income taxes to buy a pension, rather 
than have the Social Security Act extended to cover 
them, it was stated editorially in the April 12 
Journal of the American Medical Association. 

“Each year, several billion dollars are paid by 
employers irrevocably into pension trusts and in- 
surance annuity contracts for the benefit of their 
employees,” the editorial pointed out. “Neither the 
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employer nor the employee who is benefited pays 
any current income tax on this vast sum of money, 
although the employee will declare the employer’s 
share of his pension taxable income when he 
receives it years later. 

“Simple justice requires that a similar opportun- 
ity for tax deferment be given the self-employed, 
especially professional men, whose peak earnings, 
bunched into a comparatively few years, are hit 
hard by steeply progressive income tax rates and 
who are forbidden by law to practice their pro- 
fessions as corporations. 

“Either the counterpart of these industrial pen- 
systems made available to the 
self-employed or the provisions of the 1942 Revenue 
Act providing income tax deferment for the em- 
ployee for his employer’s annual contribution to 
approved pension plans should be repealed.” 

If the Social Security Act is extended to cover 
the self-employed, a person approaching the age of 
65 can pay a minimum of $121.50 during the last 18 
months and receive a social security pension of 
$80 per month for himself at the age of 65 if he 
ceases to earn $50 a month, plus a monthly pension 
of $40 for his wife at age 65, the editorial stated. 
{n addition, if the wife outlives her husband, the 
wife’s pension would increase to $60 a month. 


sion should be 


LOUISIANA STATE BOARD OF MEDICAL 
EXAMINERS 
EXAMINATION: Medicine and Surgery 
June 4, 5, 6, 1952 

ith: 
10:50 A.M. 
1:00 P.M. 


Wednesday, June 
8:50 A.M. to 
11:00 A.M. to 


Chemistry 
Surgery 


2:00 P.M. to 4:00 P.M.—Anatomy 

4:10 P.M. to 6:10 P.M.—Materia Medica 

Thursday, June 5th: 

8:50 A.M. to 10:50 A.M.—Theory & Practice of 
Medicine & Physical 
Diagnosis 

11:00 A.M. to 1:00 P.M.—Pathology & Bacteri- 
ology 

2:00 P.M. to 4:00 P.M.—Gynecology 

4:10 P.M. to 6:10 P.M.—Physiology 


Friday, June 6th: 

8:50 A.M. to 10:50 A.M.—Obstetrics 
11:00 A.M. to 1:00 P.M.—Hygiene 

Applications must be filed at 1507 Hibernia Bank 
Bldg., N.O. by May 23rd. 
phone MAgnolia 5313. 


For information, tele- 


Applicants must be present at the examination 
room, 4th floor L.S.U. Medical Center, 1542 Tulane 
Ave., New Orleans, on 1952 


at 8:30 A.M. 


Wednesday, June 4, 


THE AMERICAN CONGRESS OF PHYSICAL 
MEDICINE 

The 30th annual scientific and clinical 

of the American Congress of Physical Medicine 

will be held on August 25, 26, 27, 28 and 29, 1952 

inclusive, at The Roosevelt Hotel, New York, N.Y. 


session 


Louisiana State Medical Society News 


Scientific and clinical sessions will be given on 
the days of August 25, 26, 27, 28 and 29. All s 
sions will be open to members of the medical p 
fession in good standing with the American Meii- 
cal Association. In addition to the scientific s: 
sions, annual instruction seminars will be h« 
These lectures will be open to physicians as we'll 
as to therapists, who are registered with e 
American Registry of Physical Therapists or the 
American Occupational Therapy Association. Ful 
information may be obtained by writing to 
American Congress of Physical Medicine, 30 North 
Michigan Avenue, Chicago 2, Illinois. 


ACTH MAY AID IN EARLY DETECTION OF 
DIABETES 

How ACTH may aid in the early detection of 

potential diabetics not discoverable by other means 

was described in the Feb. 2 Journal of the Ameri- 


can Medical Association. 
This new method of diabetic detection consists 
of two tests—the first being the usual glucose 


tolerance test, in which an oral dose of 100 grams 
of glucose is given a suspected diabetic patient. 
Blood sugar determination tests are then made at 
30 minute intervals for three hours. This is fol- 
lowed by a second test, in which 100 milligrams of 
ACTH injected into the patient one 
before oral administration of 100 grams of glucose. 
Blood sugar determination tests 
peated. 


are hour 


are again re- 

In the new test, in potential diabetes the blood 
sugar level will rise and fail to return to norma! 
within the three hours, and/or an increase in the 
intermediate blood sugar determinations over those 
of the first test will be noted, according to Dr. 
Herbert Berger, of the Berger Clinic, Richmond 
Memorial Hospital, and the U. S. Public Health 
Hospital, Staten Island, N. Y. 

The use of cortisone or ACTH has been found 
to aggravate enormously the diabetic state, and 
“therefore, it seemed reasonable to suppose that, 
since cortisone was so diabetogenic, this material 
might serve to increase the sensitivity of the glu- 
cose tolerance test and thereby make the earlier 
detection of potential diabetics feasible,” Dr. Berg 
er said. 

I 
JAMES WILLIAM TEDDER, M.D. 
(1908 - 1952) 

Dr. James William Tedder, of New Orleans, died 
very suddenly on May 5, 1952. He practiced in 
New Orleans since his graduation from Tulane in 
1932 and was a member of organized medicine 
from 1936 until the time of his death. 
RESOLUTION SUBMITTED BY THE EAST 
BATON ROUGE PARISH MEDICAL SOCIETY 

Whereas, it has pleased our Heavenly Father 
to remove from our midst Doctor Tom Spec Jones; 
and 
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Whereas, in the passing of Doctor Jones this 
Society has lost one of its most esteemed and be- 
Christian character 
in lines: 


members, whose sweet 


fittingly described 


loved 


is most these 


“The kind of a man for you and me; 

He faces the world unflinchingly, 

And smites as long as the wrong resists, 
With a knuckled faith and a force like fists. 
He lives the life he is preaching of, 

And loves where most there is need of love. 
His light shines out where the clouds are dim, 
And the widow’s prayer goes up for him. 

His voice is clear to the deaf man’s ears, 

And his the blind 


tears. 


face sublime thru man’s 
The latch is clicked at the hovel door, 

And the sick man sees the sun once more, 
And out o’er the barren fields he sees 
Springing flowers and leaving trees, 

And feels, as only the dying may, 

That God’s own servant has come his way, 
Smoothing the path as it still winds on 


To the gates of gold, where his loved have 
gone.” 
and 
Whereas, Doctor Jones’ life of unselfish service 


to his fellowmen and his devotion to the highest 

ideals and principles of the practice of medicine 

have reflected honor upon the profession, as can 
only be done by 

—The True Physician— 

“The friend of the afflicted who come to him 

each day; 

The helper 

life’s way; 


of the needy who struggle on 
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The 
call; 

The kind and true physician who ministers 
to all. 

No selfish gain 
world’s great need, 

But “Faith in God” his motto, and “Love to 
Man” his creed, 


counselor of many who on his wisdom 


inspires him to meet the 


With joy in happy service, which only they 
may know, 
Who to 
long ago.” 


seek comfort others, as Christ did 
and 

Whereas, Doctor Jones’ life has been an inspira- 
tion to his community, to his colleagues, and to all 
who knew him; 

Therefore, Be It Resolved; That the members of 
this Society express their heartfelt sympathy to 
the family of Doctor Jones; and that they com- 


mend to them the words of the Psalmist, as he 


beheld the lifeless form of the son of his later 
years, and cried out “He cannot come back to 
me, but I can go to him;” and that a copy of this 
resolution be spread upon the minutes of this 
Society as a tribute to the memory of our de- 
ceased confrere. 

(S.) James J. Robert, M. D. 

(S.) Frank J. Jones, M. D. 

(S.) Thomas Y. Gladney, M. D. 

A TE, 
PHYSICIAN WANTED 
The Louisiana Ordnance Plant of Remington 


Rand, Inc., Shreveport, Lauisiana, is in need of a 
full time resident physician. For detailed informa- 
tion concerning this opportunity contact Mr. Wil- 
liam F. Day, Personnel Director of the Plant. 
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Vaternity Care in Two Counties; by Frank E. 
Whitacre, M. D. and Ellen Whiteman Jones, 
M. P. H. New York, The Commonwealth Fund, 
1951. pp. 165. 
This is a careful and detailed study of maternity 

care in Gibson County, Tennessee, and Pike County, 

Mississippi, for the four years, 1940-41 and 1943- 

14. The authors are to be congratulated on the 

meticulous care exercised in their careful and ex- 

laustive study of the clinical material, and on the 
absence of bias and fault-finding in this presenta- 
tion. 


Price, 50 cents. 


It is impossible, of course, to review all of the 
lata presented. The study proves again, if proof 
he needed, the fundamental importance of adequate 
antepartal, intrapartal, and postpartal care. The 
combination of a public health maternity nursing 
service and medical care by physicians is shown 
to be very efficient. With such a set-up, good ob- 
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stetrics can be practiced in the home. Hospital 
facilities should of course be available for the com- 
plicated cases. 

The early recognition of toxemia by detecting 
abnormal weight gain, 


hypertension, and _ pro- 
teinemia is stressed. Attention is called to the ne- 
cessity of asepsis and antisepsis during labor, 


and to the danger of the use of oxytocies in the 
first and second stages of labor. Stress is laid on 
the importance of proper management of the third 
stage. To quote: “From an obstetrical standpoint, 
this birth period of approximately fifteen minutes 
accounts for more tragedies than the entire nine 
months of pregnancy and the first and second 
stages of labor combined.” 

In discussing the problems presented by mater- 
nal deaths the report states that “the burden of 
responsibility cannot be borne by the medical pro- 
fession and health department alone’. The educa- 
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tion of patients and the improvement of social and 
economic conditions are very important factors in 
obstetrical care. 

This report presents an accurate cross-section of 
the situation in the rural south, and 
merits careful study by all interested in the prob- 
lem. The authors are to be congratulated upon 
the thoroughness of their study and upon the atti- 
tude of fairness to all concerned which is so mani- 
fest. A tremendous amount of study and work 
went into this project, and we can heartily say 
“well done”’. 


obstetrical 


E. L. Kine, M. D., 
Professor of Obstetrics, Emeritus. 
Tulane University of La. 


711 Medical Muxims; by William S. Reveno, M. D. 
Springfield, LIllinois., Charles C. 1951. 
197 pp. 


Thomas, 
Price $3.75. 

The author has the unusual ability of combining 
his sound clinical observations of the sick and his 
skill to put these observations down in writing in 
a series of 711 
These aphorisms 


short epigrammatic statements. 
not the usual 
textbook and the pithy statements may be retained 
in the memory long after the voluminous text is 
forgotten. 


are available in 


RuTH E. HARLAMERT. 


Introduction to Virginia Kneeland 
Frantz, M. D., and Harold Dortic Harvey, M. D., 
ed. 2, New York, Oxford University Press, 1951. 
233 pp, 12 figs. 
This book, which is dedicated to William Cogs- 

well Clarke, M. D., Experimental 

Surgery at the College of Physicians and Surgeons, 


Surgery; by 


Price $2.75. 
Professor of 


Columbia University, and which first appeared in 
1946, was written by two of his students, in “un- 
easy memory” of his “irritating and inevitable 
question, ‘How do you know?’” The foreword to 
the original edition was written by Dr. Allen O. 
Whipple, who was a member of Dr. Clarke’s first 
class in introductory second year surgery, a course 
which he initiated and which based on this 
To those who accepted the written word 
as gospel truth, wrote Dr. Whipple, this was here- 
sy, while to others it was hateful, but still others 
rose to the challenge and felt that this question 
was the most valuable possible influence in evoking 
in them 
mind.” 


was 
question. 


“an inquiring and critical attitude of 


It would be hard to conceive of a better approach 
to surgery for students who had never before en- 
countered it. Dr. Whipple, after taking the course, 
and teaching it, and observing its effect on some 
forty classes of students, regards it as the most 
valuable and constructive course in the surgical 
curriculum, and there is no doubt that the second 
edition of this book is an improvement over the 
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first because, as the authors note, the revisi 
have been made in the light of “harsh, kind 
superficial, or searching” comments by the fo 
classes of students who have used the text. 

The essential principles of injury, inflammat 
and repair of tissues, which are the basis of 
surgery, are presented with great clarity. Sh 
and hemorrhage are well discussed. The princip 
of surgical technique, of anesthesia, and of simi! 
matters are discussed as principles. There is a 
brief historical chapter. There are excellent cha 
ters on the taking of a history and the making 
a physical examination, with some well chos: 
remarks on the appearance and demeanor of thie 
physician himself. There is a small, well selected 
list of references, and a good index. The size 
the book makes it an admirable companion for t! 
student. 

The authors have succeeded excellently in the 
expressed purpose of presenting “the first things 
of surgery,” pointing out that the core of the 
student’s education must be “in matters direct 
related to the healing of wounds and infections 
As Whipple says in his foreword to the origina! 
edition, “They have done surgical teaching a great 
service in writing this monograph.” 

FREDERICK FITZHERBERT Boyce, M. D. 


Yearly Surgical Digest; by Richard A. Leonardo, 
M. D., Ch. M., D. I. B. S., F. I. C. S., New York, 
Froben Press, Inc., 1950. 293 pp. Price $3.00 
According to the author, this book is the first of 

a proposed annual series of brief, comprehensiv: 
summaries of current surgical practice, prepared 
by a general surgeon, to help keep the general su: 
geon abreast of the latest developments in his field 
at a considerable saving of time and labor Each 
issue will merely attempt to summarize most of 
the advances of general surgery in the preceding 
year. 

The value of the book is questionable, on a num 
ber of counts. The first is that the alert general 
surgeon keeps himself abreast of the current litera 
ture, by reading it in more promptly published 
abstracts if he cannot manage it in the original 
publications. The second is that the entries are 
brief and tend to vagueness. In abdominal actino 
instance, it is noted that “several” 
treated successfully with penicillin, 
which is hard to reconcile with the fact that actino 
mycosis of the neck, although it responded quickly 
to streptomycin, did not respond to this drug. The 
number of cases, the details of treatment, and 
similar items are not mentioned. 


mycosis, for 


cases 


were 


Furthermore, the 
complete absence of the source of the notation is 
a grave and annoying deficiency in every entry in 
the book. An occasional name is mentioned, but 
a reader who desired to know more about any 
particular subject would have no way of knowing 
how to find the reference. 


There is no index. Entries are alphabetical, and 
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Blood transfusions are discussed 
on page 39 and transfusions on page 265. The 
first of these entries, like a number of others, in- 
cludes well known historical data which seem out 
place in an abstract of current surgical litera- 
Endometriosis appears on page 98 and page 
uterus, page 281. 
\ndregenie therapy is out of place alphabetically. 
Why the fenestration operation appears at all in 
a book on general surgery is not clear. 
iisspelled (page 8). 


I » too logical. 


99, but endometriosis of, on 


Diodoquin 


While it is usually impossible to determine any- 
thing at all about the original reference, occasion- 
ally there is a clue, as in the mention of Ochsner, 
DeBakey and Dixon’s experience with carcinoma 
of the lung. One wonders, about the 

e element of the abstract, which concerns 129 
total of 360 cases. 
By 1948, a year earlier than the period this book 
purports to cover, Ochsner and his group had re- 
ported 195 resections for malignancy of the lung 

a total of 548 observed cases (J. Thoracic Surg. 
17:573, 1948). 

It would seem that in every respect, including 
comprehensiveness of coverage, accuracy, and 
promptness of publication, the field of this surgical 
digest is better covered by the annual Year Book 


of S irgery. 


however, 


surgically treated cases in a 


FREDERICK FITZHERBERT Boyce, M. D. 


Roentgen Anatomy; by David Steel, M. D., Spring- 
field, Ill., Charles C. Thomas, 1951, Illus. 109 
pp. Price $8.00. , 

offered as a 

quick reference to the anatomical structures shown 

on roentgenograms of commonly used positions. It 
represents an approach to the available texts in 
gross anatomy. 


This is an atlas which has been 


The roentgenogram is shown on the right page 
and a line drawing of the same roentgenogram on 
the left of the opened atlas. The anatomical struc- 
The key to the numbered 

ructures is available in English and Spanish at 
the lower thirds of the pages. 


res are numbered. 


The illustrations are large and are of excellent 
juality. This book should valuable 
quick reference for radiologists, medical students, 
and general practitioners. It is to be hoped thai 

ture editions will contain additional views, par- 
ticularly of the skull. 


serve aS a 


J. N. ANE, M. D. 


Rice, Dietary Controls and Blood Pressure; by 
Frances I. Seymour, M. D. New York, Froben 
Press, Inc., 1951. 206 pp. Price $2.95. 

This book is a well written treatise by an enthu- 
astic physician with personal experience with the 
rice-fruit-sugar diet for hypertension. It is well 
ritten for the laymen in that the first two chap- 


ters are explanations of the various examinations 
which should be done in anyone with hypertension. 
Explanation of the value of the rice diet is made, 
and detailed diet menus and recipes are included. 
The physician will find this book valuable for ref- 
erence purposes, should he plan to use this type 
of treatment for his hypertensive patients. It is 
essential for the patient, too, since upon him falls 
the burden of making menus. 


DANIEL W. Hayes, M. D. 


Orthopaedic Appliances Atlas. Vol. I. Braces, 
American Academy of 
J. W. Edwards, Ann Ar- 


$10.00. Size 8% x 11. pp 


splints, shoe alterations. 

Orthopaedic Surgeons. 

bor, Michigan, 1952. 

xxi and 587. 

The Orthopaedic Appliances Atlas, sponsored by 
the American Academy of Orthopaedic Surgeons, 
was prepared “to familiarize orthotists, brace mak- 
ers, residents and orthopaedic surgeons with the 


development of standards and technical produc- 


tion of orthopaedic appliances”. 

J. E. M. Thomson, President of the Academy in 
1947, appointed an able committee consisting of 
Rufus H. Alldredge, Chairman, Atha Thomas and 
Donald Slocum for the “further study of braces 
and prostheses” and assigned to them the work of 
gathering material and illustrations and editing the 
text for publication. 
data contained in 


However, the comprehensive 
Volume I could not have been 
compiled had it not been for the great help con- 
tributed by the Veterans Administration and the 
Surgeon General of the Army. 

divided into parts, each of 
illustrated and The first 
two parts are devoted to a historical review of early 
orthopaedic endeavors and development of ortho- 
paedic centers, together with a detailed description 
of the sources and preparation of various materials, 
such as leather, steel, rubber, and plastics which 
are used in the construction of orthopaedic appli- 
ances. 


Volume I is 
which is well 


seven 
indexed. 


Then follow sections on appliances for the 
spine and trunk, and upper and lower extremities, 
a special chapter dealing with paralytic braces, and 
a final one on measurements. 

The opening chapter of Part I presents in an in- 
teresting way the simultaneous development of or- 
thopaedic measures of treatment and the manufac- 
ture and use of appliances for the correction of de- 
formity and treatment of disease. The illustrations 
selected from ancient drawings and paintings are 
unusually apt and well reproduced, considerably 
enhancing the value of the text. 

The succeeding parts are factual and recite the 
essentials that should be known to those working 
with braces and appliances. The information is 
authentic and encyclopedic. It is obvious that the 
book is intended for reference and is to be used by 
many different people with diversified interests 
and backgrounds. 
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Part III, Appliances for the Spine and Trunk by 

Atha Thomas, is comprehensive and will be of real 
value to everyone concerned with the manufacture 
and application of spine braces. 
Part IV, excellently presented by 
Donald B. Slocum and Sterling Bunnell, covers the 
anatomy and physiology of the upper extremity, 
splints for the hand, shoulder, and elbow braces. 
The illustrations and explanations of hand splints 
by Bunnell are comprehensive and include the in- 
genious application of the principles of hand sur- 
gery which he has developed and taught so well. 


Similarly, 


Shoulder and Elbow Braces by Lawrence Noall 
completes the story of appliances for the upper 
extremity. 

Lower extremity braces, foot appliances, shoe 
alterations and clubfoot braces are detailed in Part 
V by Rufus H. Alldredge and Burke M. Snow. The 
well illustrated text devoted to the 
historical development of these appliances are fol- 
lowed by eighteen pages of pertinent anatomy and 
physiology which are clearly and simply enough 
presented to be understandable to technicians and 
workers other than those with medical background. 


ten pages of 


Sixty more pages give the details for design and 
construction of the numerous appliances used on 
the lower extremity. 

The section on Foot Appliances and Shoe Altera- 
tions is written by Rex L. Diveley, whose publica- 
tions on these subjects have been accepted as of 
high standard for a long time. This section de- 
scribes the types of shoes and shoe corrections that 
may be used for children, adolescents, and adults, 
and explains the use of outside shoe extensions, 
cork elevations, and the like. 

The difficult 
pared by J. 
interesting historical review followed by a detailed 
description of the preparation and application of 
the Denis Browne splint and the useful types of 
ambulatory splints. 


subject of Clubfoot pre- 


R. Moore of Philadelphia, contains an 


Braces, 


The brief chapter on Appliances for Poliomyelitis 
Patients by C. E. Irwin includes braces for the up- 
per and lower extremities and the trunk. The spe- 
cial types of appliances that have been used or 
developed at Warm Springs are described here. 

The splints and appliances most helpful in the 
care of the paraplegic are briefly discussed by 
Leonard T. Peterson of Washington, D. C. 

Winthrop Phelps of Baltimore has a short sec- 
tion on the special appliances most useful in con- 
nection with the care of cerebral spastic cases. 

All the foregoing authors are recognized authori- 
ties in their special fields, and the chapters they 
have written indicate that a great deal of thought 
has been devoted to the selection of the material 
presented. 

The final chapter on Measurements is one of the 


most valuable in the entire volume. The accurate 


determination of joint motion is well shown to- 
gether with charts for recording this motion. The 


correct levels for taking measurements of length 


and circumference of the lower extremity, the up- 


per extremity and the trunk are all clearly indi- 
cated in the excellent illustrations and should make 
it possible for standard measurements to be em- 
ployed by all orthopaedists, orthotists and brace 
makers. 

Undoubtedly, this volume has accomplished the 
aims and purposes which the committee set up as 
stated in the preface by Paul B. Magnuson: “The 
Orthopaedic Appliances Atlas should clarify and 
standardize, by name at least, the various types of 
apparatus used by orthopaedic surgeons and others 
in the treatment of patients who need these appli- 
ances ... This book makes such information avail- 
able and describes the materials in the nomencla- 
ture of the trade, so that the manufacturer of the 
material will know the maker’s 
ments.” 


brace require- 
Unquestionably, it will meet a great and long 
felt need of the orthopaedic specialty and of those 
who cooperate with the surgeons in the care of 
crippled patients. 
Guy A. CALDWELL, M. D. 


PUBLICATIONS RECEIVED 


The Arundel Press, Inc., Washington: Living in 
Balance, by Frank S. Caprio, M. D. 

Bruce Publishing Co., St. Paul: Allergic Pruri- 
tus; Its Dermatologic Management, by Stephan 
Epstein, M. D. 

Corinthian Publications, Inc., New York: Dy- 
namic Psychiatry, by Louis S. London, M. D. (Vol. 
2). 

J. B. Lippincott Co., Philadelphia: Fundamentals 
of Psychiatry, by Edward A. Strecker, M. D. (5th 
Edit.). 

S. B. Penick & Co., New York: Bacitracin. 

W. B. Saunders Co., Philadelphia: Surgery and 
the Endocrine System, by James D. Hardy, M. D., 
F.A.C.S.; A Textbook of Pharmacology, by William 
T. Salter, M. D. 

Henry Schuman, Inc., New York: The Fight 
Against Tuberculosis; An Autobiography, by 
Francis Marion Pottenger with an Introduction 
by Roy G. Hoskins, M. D. 

Charles C. Thomas, Publisher, Springfield, IIL: 
Office Endocrinology, by Robert B. Greenblatt, 
M. D. (4th Edit.); Diabetes and Pregnancy, by 
Ralph A. Reis, M. D., Edwin J. DeCosta, M. D., 
and M. David Allweiss, M. D.; Doctors Differ, 
by Harley Williams. 

Year Book Publishers, Inc., Chicago: Surgical 
Gynecology: a Handbook of Operative Surgery, by 
by J. P. Greenhill, M. D. 








